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ABSTRACT

The Temporal Relationship Between Environmental
Factors and Psychological Symptoms in
Native American Adolescents

by

Georgia Lee Matt, Doctor of Philosophy
Utah State University, 2007

Major Professor : Dr. Susan L. Crowley
Department: Psychology

Native American youth often experience high rates of environmental risk factors
that may put them at increased risk for developing psychological problems, yet research
within this high-risk population is severely limited .
The present study was designed to provide information on the rate of
psychological symptoms in a sample of Native American youth, and evaluate the impact
of environmental factors (risk , protective, and cultural) on psychological disorder
symptoms over time. Data were collected with a sample of Native American youth using
the Youth Self Report, the Substance Abuse Subtle Screening Inventory-Adolescent 2,
and a researcher-designed Biodemographic Questionnaire.
Findings indicate that clinically significant levels of depression and anxiety from
the Native American adolescent sample were similar to levels found in the general
population of adolescents, while clinically significant levels of conduct disorder and

IV

substance use disorders were higher than rates found in the general population . Findings
with respect to the impact of environmental factors indicate that higher scores on the
overall risk index were associated with higher levels of all four psychological disorder
symptom scales. However, high scores on the protective index were associated with
lower levels of depression and conduct disorder symptoms but unrelated to anxiety and
substance use. The overall cultural index was unrelated to all four psychological
symptom scales. When subscales were examined, only the risk subscales were related to
psychological disorder symptoms .
Results from the longitudinal analysis indicated that the risk, protective, and
cultural index scores at Time 1, as a group, were predictive of anxiety, conduct ciisorder,
and substance symptoms at Time 2, but unrelated to Time 2 depression scores. However ,
individually, the three index scores were generally not predictive of psychological
symptoms with the exception of a positive association between Time 1 risk index scores
and substance symptoms at a later date .
(156 pages)

V

ACKNOWLEDGtvlENTS

For the guidance and encouragement that I received throughout this dissertation
project, I would like to thank Dr. Susan Crowley . For the support and encouragement
throughout my graduate training, I would like to express my gratitude to Dr . Carolyn. I
would also like to thank my committee members, Drs. Renee Galliher, Carolyn Barcus,
Gretchen Gimpel Peacock, and Margaret Lubke, for their valuable input.
To the Juvenile Justice Planning Department administrators, thank you for
allowing me access to this valuable data set and the continued support that you've
provided.
To my family, and friends, thank you for the support, prayers, and encouragement
that you've provided throughout my academic endeavor . To my daughter, Krystin, thank
you for the support and sacrifice that you've made over the years as I pursued my dream.
To my grandson, J'Vohn, thank you for the joy you've brought into my life.
Georgia Lee Matt

Vl

CONTENTS

Page
ABSTRACT

lll

ACKNOWLEDGMENTS

V

LIST OF TABLES

Vlll

CHAPTER
I.
II.

INTRODUCTION

AND PROBLEM STATEMENT

LITERATURE REVIEW
Overview of Childhood Psychological Disorders
Risk Factors
.....
. ...........
.
Protective Factors
. . . . . . . . . . . . . . .
The Relationship Between Risk and Protective Factors
Challenges of Native American Adolescents
Prevalence Rates Among Native American Children
and Adolescents .
Native American History and Culture
Summary
. .. .. .
Purpose and Objectives

III .

RE SUL TS

. .

7

14
34
38

40
44

47
51
52

DISCUSSION

53
55
68
71

Analysis Plan
Research Questions
V.

7

53

METHODS
Population and Sample
Instruments
Procedures

IV

1

. . . .

Review of Research Findings
Limitations of the Study
Recommendations
. . . . .

71
75

92
93

104
108

Vll

Page
REFERENCES

115

APPENDIXES

127

Appendix A:
Appendix B :
Appendix C:
Appendix D :
VITA

Authorization Letters
Institutional Review Board
SASSI-A2
Demographic Questionnaire

128
131
133

138
141

Vlll

LIST OF TABLES

Page

Table
Descriptive Statistics for Categorical Sample Time 1 Background
Characteristics for the Main Sample (N = 121)

54

2

Identification ofEnriconmental

59

3

Risk Factors Selected for Biodemographic Questionnaire

62

4

Risk and Protecti ve Factors

64

5

Final Risk , Protection , and Cultural Indices

67

6

Grade and Gender Breakdown for the Longitudinal Sample (n = 40)

70

7

Descr iptive Statist ics for Risk , Protection , and Cultural Factor
. . . . . .
Indices at Time 1 for the Main Sample (N = 121)

73

Correlations Among Risk , Protection , and Cultural Factors Indices
at Time 1 for the Main Sample (N = 121)
. . . . . . . . . . . .

74

Descriptive Statistics for YSR and SASSI Scales at Time 1 for the
Main Sample (N = 121)
.....
.

75

Correlations Among the Four Symptoms Scales at Time 1 for the
.. . ....
. ...
.
Main Sample (N= 121)

75

Group Membership on YSR and SASSI Scales at Time 1 for the
Main Sample (N= 121)
.. . .. . .......
. . .

77

Correlations Between Risk , Protective , and Cultural Indices and the
Four Symptom Scales at Time 1 for the Main Sample (N = 121)

78

Results of Regression Analysis with the Risk , Protective, and
Cultural Indices as Predictors of Depression Scores at Time 1 for the
Main Sample (N = 121)
. . . . . . . . . . . .

79

Results of Regression Analysis with the Risk, Protective, and
Cultural Indices as Predictors of Anxiety Scores at Time 1 for the
.. _ _ . _ . . . . _ ......
. . . .
Main Sample (N = 121)

80

1

8

9

10

11

12

13

14

Risk Factors

.

IX

Page

Table
15

16

17

18

19

20

21

22

23

24

25

Results of Regression Ana lysis with the Risk, Protective, and
Cultural Indices as Predictors of Conduct Disorder Scores at Time 1
. . . . . .
. . . . . .
for the Main Sample (N = 121)

80

Results of Regression Analysis with the Risk , Protective, and
Cultural Indices as Predictors of Substance Symptoms Scores at
Time 1 for the Main Sample (N = 121) . . . . . . . . . . . . .

81

Results of Regression Analysis with the Risk, Protective, and Cultural
Subscales as Predictors of Depression Symptoms Scores at Time 1
for the Main Sample (N = 121)
. . . . . . . . . . . . . . . . .

81

Results of Regression Analysis with the Risk, Protective, and Cultural
Sub scales as Predictors of Anxiety Symptoms Scores at Time 1for
. . . . . . . . . . . . . . . . . . . . .
the Main Sample (N = 121)

83

Results of Regression Analysis with the Risk, Protective, and Cultural
Subscales as Predictors of Conduct Disorder Symptoms Scores at Time 1
. . . . . . . .
for the Main Sample (N = 121)

83

Results ofRegressoin Analysis with the Risk , Protective, and Cultural
Subscales as Predictors of Substance Disorder Symptoms Scores at
Time 1 for the Main Sample (N = 121) . . . . . . . . . . . .

84

Descriptive Statistics for Risk , Protection, and Cultural Factor
Indices for the Longitudinal Sample at Time 1 and Time 2 (n = 40)

85

Correlations Among the Risk, Protection, and Cultural Index
Scores for the Longitudinal Sample at Time 1 and Time 2 (n = 40)

85

Correlations Among the Risk, Protection, and Cultural Index Scores
for the Longitudinal Sample at Time 1 and Time 2 (n = 40)

86

Correlations Among the Risk, Protection, and Cultural Index Scores
for the Longitudinal Sample at Time 1 and Time 2 (n = 40)

86

Correlations Between Risk, Protective, and Cultural Indices and the
Symptom Scales for the Longitudinal Sample at Time 1 and Time 2
(n = 40)
. . . . . . . . . . . . . . . . . . . ...
....
.

87

X

Table
26

27

28

29

30

Page
Results of Regression Analysis with the Time I Risk, Protective, and
Cultural Indices as Predictors of Time 2 Depression Scores Controlling
for Time I Depression Scores for the Longitudinal Sample (n = 40)

88

Results of Regression Analysis with the Time I Risk, Protective, and
Cultural Indices as Predictors of Time 2 Anxiety Scores Controlling
for Time I Anxiety Scores for the Longitudinal Sample (n = 40)

89

Results of Regression Analysis with the Time I Risk, Protective , and
Cultural Indices as Predictors of Time 2 Conduct Disorder Scores
Controlling for Time I Conduct Disorder Scores for the
Longitudinal Sample (n = 40) . . . . . . . . . . . . .

90

Results of Regression Analysis with the Time I Risk, Protective , and
Cultural Indices as Predictors of Time 2 Substance Symptoms Scores
Controlling for Time I Substance Symptoms Scores for the
Longitudinal Sample (n = 40)
. . . . . . . . . . . . . . . .

91

Comparison of Retested Students (n = 40) and Nonretested Students
(n = 4 7) on Time Dependent Variable Scores
. . . . . . . . . . .

92

CHAPTER I
INTRODUCTION AND PROBLEM STATEMENT

To date, most of the research on childhood psychological disorders has been
focused on Caucasian children and adolescents. However, Native American children and
adolescents face very different challenges than the majority of their Caucasian
counterparts . These challenges may put Native American children and adolescents at a
higher risk than Caucasian children for developing psychological problems and disorders .
Among the challenges facing Native American children and adolescents are high
rates of child abuse and neglect , teen pregnancy , high school drop-out , and adolescent
suicide (American Indian Education Foundation , 2002; National Vital Statistics Report ,
200 1; U.S . Depart ment of Justic e, 2004) . Many Native American children and
adolescent s live in povert y, often in single-parent households (U.S . Census Bureau ,
2001) . Further , Native Americans suffer more violent crime than any other racial or
ethnic group (U. S. Department of Justice). Alcohol is often a related factor in these
tragedies (U. S. Department of Justice). In short , many Native American children and
adolescents live in a social environment that may have negative effects on their
psychological development.
Many of the challenges faced by Native American children and adolescents have
been identified as environmental risk factors for the development and/or maintenance of
childhood psychological disorders in the general population (Myers, Brown, & Vik,
1998; Stark, Bronik, Wong, Wells, & Ostrander , 2000 ; Webster-Stratton, 2000) .
Environmental factors that increase risk for the development of psychopathology are
those factors "outside" the child including nonbiological familial factors, life events, peer
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relations, and school variables. Familial factors primarily include issues related to poor
parenting practices and family home environment. Poor parenting practices include lack
of supervision, harsh or severe discipline, authoritarian control, and detachment (DiLillo
& Peterson, 2001; Hinshaw & Lee, 2003; MacPherson, Frissell, Brown, & Myers, 2006;

Watson & Gross, 2000). Factors associated with general family relations and home
environment include parental divorce or separation, family conflict, lack of social support
within the family, and disorganized or chaotic home environment (Chassin, Ritter, Trim,
& King, 2003; Johnson & Shaw, 2001; Sheras, 2001; Westermeyer, 1997). Life events

that have been associated with psychopathology include parental substance abuse,
financial difficulties (unemployment, poverty), single-parent households, and parental
psychopathology (Albano, Chorpita, & Barlow , 2003; Hagopian & Ollendick, 1997;
Mufson & Moreau, 1997; Newcomb & Richardson , 2000; Webster-Stratton). Peer
relations have also been an associated factor in childhood psychopathology. Factors
identified include social isolation, peer rejection, associating with delinquent peers , and
peer use of drugs and/or alcohol (Hammen & Rudolph, 2003; MacPherson et al.). School
factors include poor school performance , low commitment to school, and less positive
relationship with teachers (Sabatino, Webster, & Vance, 2001; Stark et al., 2006).
Childhood psychological disorders often associated with such challenges or
environmental risk factors include depression, anxiety, conduct disorder, and substancerelated disorders.
Often referred to as "internalizing disorders," depression and anxiety are
manifested through problems that are often covert in nature (Merrell, Anderson, &
Michael, 1997; Reynolds, 1990a). The negative effects of these internalized disorders
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range from diminished self-esteem and social withdrawal, to increased use of drugs and
alcohol, and suicidal thoughts and behaviors (Cicchetti & Toth, 1991 ; Merrell et al.;
Ramsey, 1994; Reynolds, 1990b). Further, recent research suggests that children's and
adolescents' internalizing disorders tend to be recurrent, stable, and, left untreated, may
lead a chronic course into adulthood (Albano et al., 2003; Hammen & Rudolph, 2003;
Ollendick & King, 1994; Rabian & Silverman, 2000; Sabatino et al., 2001; Stark et al.,
2000). Prevalence rate estimates within the general population of school-aged children
range from 1-6% for depression and 1-9% for anxiety (Merrell, 2003) .
Included in the externalizing disorders domain, conduct disorder consists of
readily observable behavioral excesses including aggression and delinquent behavior
(Achenbach, Conners, Quay, Verhulst, & Howell , 1989 ; Cicchetti & Toth , 1991;
Reynolds , 1990a) . The negative effects of these behavioral excesses, often referred to as
"undercontrolled" behaviors, include low academic achievement , peer rejection, legal
problems , increased use of drugs and alcohol, and violence against the self and others
(Cicchetti & Toth ; Frick, 1998). With regard to long-term negative effects, adolescent
conduct disorder has been found to be a precursor to adult antisocial personality disorder
and other forms of adult personal and social maladjustment (American Psychiatric
Association's Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition,

Text Revision, 2000; Fisher, Rolf, Hasazi, & Cummings, 1984; Hinshaw & Lee, 2003;
Webster-Stratton, 2000). It has been estimated that within a school-age population,
conduct disorder affects 4-8% with males significantly outnumbering females (Merrell,
2003).
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Substance-related disorders include both the abuse of and dependence on drugs
and/or alcohol. The negative effects of substance-related disorders range from
deterioration in interpersonal relationships, declines in academic functioning , and
increased negative affect (i.e., depression and anxiety) to increased risk for motor vehicle
accidents, suicidal behavior, and sexual assault (Hawkins, Kosterman , Maguin, Catalano,
& Arthur , 1997; Myers et al., 1998). In the long term , substance-related disorders
increase the risk of persistent/stable use and associated problems including job
instability, domestic violence and homicide, and antisocial behavior (Hawkins et al.;
Westermeyer , 1997). Prevalence rate estimates of substance dependence within the child
and adolescent general population range from 6-10% , while rates of substance abuse are
much higher (Newcomb & Richardson , 2000) .
Given the high rate of challenges or environmental risk factors faced by Native
American children and adolescents , it has been suggested that the prevalence rate of
childhood psychological disorders may be higher in this population (United States Office
of Technology Assessment , 1990). However , some previous research suggests the rates
of depression and anxiety disorder symptoms within a Native American adolescent
population are similar to rates found in the general population (Beals et al., 1997; Matt ,
2002). These findings may have been idiosyncratic to the sample, with the more
psychologically healthy adolescents volunteering for the study. However, additional
considerations for these findings include the possibility that Native American
adolescents, in response to environmental stressors, display more acting out and
delinquent behaviors such as conduct disorder and/or substance use disorders, rather than
internalizing behaviors .
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Another consideration is that there are protective factors experienced by Native
American adolescents. Research on the relationship between risk and protective factors,
and their combined impact on psychological outcomes, suggests that exposure to
protective factors may serve to reduce the negative effect of risk factor exposure.
Protective factors consist of individual characteristics or environmental features that
contribute to adaptive functioning, including personality or dispositional attributes of the
child, family characteristics, and community factors (Bradley & Whiteside-Mansell,
1997; Mash & Dozois, 2003). Dispositional attributes that operate as protective factors
include "easy" temperament , intellectual and academic competence , high self-esteem,
and effective coping skills. Family characteristics include good parenting , warmth,
patience, stability, consistent rules and regulations, parental supervision , and absence of
conflict. Community-based factors include the availability of resources and
opportunities, prosocial peer relations, supportive teachers, and effective school
environments (Bradley & Whiteside-Mansell ; Chafe! & Hadley , 2001 ; Dubow, Roecker ,
& D'Imperio , 1997; Hawkins et al., 1997; Mash & Dozois , 2003) .

Given the absence of research with Native American children and adolescents, the
negative effects of the environmental challenges that many of these children and
adolescents face remain unknown. Lack of research within this high-risk population is
the problem underlying the proposed research . The purpose of the study was: (a)
determine the rates of self-reported depression, anxiety, conduct disorder, and substance
related symptoms/disorders in a sample of Native American adolescents and compare
these rates to the rates identified in the current literature for the general population of
adolescents, and (b) evaluate the influence of environmental risk, protective, and cultural
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factors (parenting practices , family relations , life events, school factors , peer factors ,
cultural identity , and cultural practices) on psychological symptoms within the sample of
Native American adolescents over time .
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CHAPTER II
LITERATURE REVIEW

A literature review was conducted to gain a better understanding of: (a) childhood
psychological disorders; (b) risk factors and protective factors associated with the target
psychological disorder symptoms; (c) challenges faced by Native American adolescents;
(d) prevalence rates of anxiety, depression, conduct disorder, and substance use among
Native American children and adolescents; and (e) Native American history and culture.
In the review of literature, an overview of childhood psychological disorders
including depression, anxiety, conduct, and substance-related symptoms/disorders will be
presented, as well as their respective prevalence rates in the general population. Risk and
protective factors associated with psychological disorder symptoms will then be
presented, followed by the relationship between risk and protective factors and their
combined impact on psychological outcome. Finally , challenges faced by Native
American adolescents and their relationship to identified environmental risk factors will
be presented, followed by prevalence rate estimates of depression, anxiety, conduct, and
substance-related disorders in the Native American child and adolescent populations.

Overview of Childhood Psychological Disorders

One of the most widely agreed upon classifications of social, emotional, and
behavioral disorders in child psychopathology is that of internalizing and externalizing
disorders (Cicchetti & Toth, 1991). Based on the empirical work of Achenbach and
Edelbrock (1978) , the classification distinction was made between the inner-directed,
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overcontrolled behaviors and the outer-directed, undercontrolled behaviors that make up
the .broadband categories of internalizing and externalizing disorders, respectively.
Based on factor analytic research , the narrow-band syndromes that make up the
internalizing domain include depression, anxiety, and somatic complaints. The narrowband syndromes of the externalizing domain include attention-deficit hyperactivity
disorder , oppositional defiant disorder , and conduct disorder (Achenbach & Edelbrock,
1978; Cicchetti & Toth , 1991; Merrell & Walters, 1996; Ollendick & King, 1994) . Due
to their association with the environmental risk factors often experienced by Native
American children and adolescents , the childhood psychological disorders chosen for this
study include : depression , anxiety, conduct disorder , and substance-related disorders with
emphasis on the environmental risk factors associated with each respective disorder.

Depr ession
In common usage, the term depression is generally equated with feelings that

everyone has experienced at one time or another , such as sadness or feeling "down in the
dumps." According to Dixon (1987) these feelings are generally mild and usually
associated with some situational event. Such feelings are not serious, typically lasting
only a couple days with no significant functional interference .
The coexistence of depressive symptoms at statistically significant levels is
referred to as a syndrome. Less common than depression as a symptom, depression as a
syndrome involves not only mood changes , but changes in motivation, cognition, and
psychomotor functioning (Clarizio, 1984; Kazdin & Marciano , 2006; Merrell, 2003) .
Along this continuum , depressive syndromes that occur as part of a depressive disorder
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are characterized by specified duration requirements, degree of functional impairment,
and outcome (Maag & Forness, 1991; Merrell; Reynolds, 1984).
Although there are developmental considerations that may differentiate childhood
depression from adult depression (e.g., irritability, impaired school performance, etc.) the
symptom expression of depression is similar in children, adolescents, and adults
(Reynolds, 1990b ). As such, depression as a disorder is primarily based on DSM-IV-TR
criteria (AP A, 2000). DSM-IV symptoms of depression include: (a) depressed mood, or
irritable mood in children and adolescents; (b) diminished interest or pleasure in
activities; (c) significant weight loss or gain, or failure to make expected weight gains in
children; (d) insomnia or hypersomnia; (e) psychomotor agitation or retardation; (f)
fatigue or loss of energy; (g) feelings of worthlessness or excessive or inappropriate guilt;
(h) diminished ability to think or concentrate; and (i) recurrent thoughts of death.
Rates of clinically significant depression vary, with relatively lower rates found in
children and a continual increase from adolescence through adulthood (Sutker & Adams,
1993). Prevalence rates for children in the general population range from 2-3%
(Hammen & Rudolph, 2003). Rates for adolescents tend to be higher (2% to 8%) with
females outnumbering males by a ratio of 2 to 1 (Kazdin & Marciano, 2006; Mufson &
Moreau, 1997; Reynolds, 1990b).

Anxiety
Anxiety has been described as a basic human emotion that is characterized by
complex response patterns to real or imagined threat (Barrios & O'Dell, 1998). Such
responses include behavioral (e.g., escape and avoidance from certain stimuli),
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physiological (increased heart rate, headaches, difficulty breathing), and cognitive
(maladaptive thoughts) components (Morris & Kratochwill, 1998; Murray & Clifford,
1988). Although included in the realm of psychological disorders, not all fears and
anxiety reactions are "disorders" in nature. Many fears and anxiety reactions are
adaptive, normal, developmentally appropriate reactions (Albano et al., 2003; Morris &
Kratochwill). Fears are common in children from infancy through adolescence; however,
the focus of fears has been found to change over time (Albano et al.; Strauss, 1990).
Such fears, ranging from fears ofloud noises and loss of support in infancy, to fears of
the dark and supernatural figures in childhood, to fears of death, school performance, and
physical appearance in adolescence , are considered developmentally appropriate (Morris
& Kratochwill). When such anxiety and fear responses become maladaptive, based on

their level of intensity , duration, and psychological impairment, they may be considered
"disorders " and warrant clinical intervention (Albano et al.; Dadds , Spence, Holland,
Barrett , & Laurens , 1997; Morris & Kratochwill) .
Anxiety as a disorder is primarily based on the diagnostic criteria set forth in the

DSM-IV-TR (APA, 2000). Although separation anxiety disorder is the only anxiety
disorder specific to childhood , children can also be diagnosed with any of eight "adult"
anxiety disorders, including panic disorder , agoraphobia , generalized anxiety disorder,
social phobia, specific phobia, obsessive-compulsive disorder , posttraumatic stress
disorder, and acute stress disorder (Strauss , 1990). With anxiety identified as the
predominant feature, these disorders are distinguished by the focus of the child's anxiety
(Albano et al., 2003).
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Considered one of the most common classes of psycruatric disorders affecting
children and adolescents (Bernstein & Borchardt, 1991 ), the prevalence rate of anxiety
disorders varies by age, sex, and type of disorder (Anderson, Williams, McGee , & Silva,
1987; Dadds et al., 1997; Strauss, 1990). For example, separation anxiety is more
common among younger children while generalized anxiety disorder and social phobias
are more common among adolescents (Strauss) . With respect to gender differences, girls
typically report more anxiety symptoms than boys (Albano , Causey , & Carter , 2001;
Livingston , Taylor, & Crawford , 1988). Although the focus of fear changes over time,
overall prevalence rates of intense anxiety have typically been found to range from 2-8%
in children and adolescents (Hagopian & Ollendick, 1997) .

Conduct Disorder
Disrupti ve behaviors such as lying, cheating, stealing , fighting, and
noncompliance are fairly common childhood behaviors . However , when such behaviors
are persistent over time and cause a significant amount of disturbance at home, in school,
and in the community , there is cause for concern (Webster-Stratton , 2000) . Often
referred to as delinquency or antisocial behavior, conduct disorder involves a cluster of
behaviors that range from undersocialized aggressive acts (assaultive behavior,
oppositional-defiance , and disruptive behavior) to socialized rule violations behavior
(truancy , stealing, lying, cheating, and gang activity; Merrell , 2003). Such children and
adolescents are often rejected by their peers due to their aggressive behavior, are often
considered difficult to manage by parents and teachers, and are more likely to come to
the attention of mental health professionals (Lechman et al., 2001 ; Webster-Stratton).
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According to the DSM-IV-TR (APA, 2000), conduct disorder consists of"a
repetitive and persistent pattern of behavior in which the basic rights of others or major
age-appropriate societal norms or rules are violated" (p. 98), causing significant
impairment in social and academic functioning. The diagnostic criteria include both
aggressive conduct including aggression to people and animals (initiating physical fights,
causing serious physical harm to others, robbery , and forced sexual activity), and
nonaggressive conduct including destruction of property, deceitfulness or theft, and
serious violations of rules. From a total of 15 criteria, a diagnosis requires the presence
of three or more criteria within the past year. Prevalence estimates for conduct disorder
in the general population have been reported to range from 2-9% , with males
outnumbering females by a ratio of 3 to 1 (Dadds et al., 1997; Frick, 1998; Merrell , 2003;
Prinz & Connell, 1997; Webster-Stratton , 2000) .

Substance-Related Disorders
Substance-related disorders differ from other mental health disorders . In addition
to the requirement of an external agent (drug/alcohol) , a willing participant is needed to
create the disorder (Newcomb & Richardson , 2000) . Although substance use is often
considered a benign aspect of adolescent experimentation , when the single or prolonged
use of a substance results in significant adverse consequences , concern about potential
abuse or dependence on the substance mounts . In addition to creating familial, social,
and academic problems for the adolescent substance abuser, drunk driving is the leading
cause of death among teenagers . Taken together , substance-related disorders result in
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significant problems at the personal, familial, and societal level (Myers et al., 1998;
Newcomb & Richardson).
According to the DSM-IV-TR (APA, 2000), substance use disorders include
substance dependence and substance abuse. Diagnostic criteria for substance dependence
requires "a maladaptive pattern of substance use, leading to clinically significant
impairment or distress" manifested by three or more of the following symptoms: (a)
tolerance; (b) withdrawal; (c) use of larger amounts or over longer period of time than
intended; (d) persistent desire or unsuccessful effort to cut down or control use; (e) a
great deal of time is spent trying to obtain the substance; (±) important social,
occupational, or recreational activities are given up or reduced because of use; and (g)
continued use despite persistent or recurrent physical or psychological problems that are
caused or exacerbated by the substance. Substance abuse also requires "a maladaptive
pattern of substance use, leading to clinically significant impairment or distress,"
however only one of the following symptoms is required over a 12-month period: (a)
recurrent use resulting in a failure to fulfill major role obligations at work, school, or
home; (b) recurrent use in situations where it is physically hazardous; (c) recurrent use
despite associated legal problems; and (d) continued use despite persistent or recurrent
physical or psychological problems that are caused or exacerbated by the substance.
Prevalence rates vary by substance and use versus dependence . In general,
prevalence rate estimates of substance dependence within the child and adolescent
general population range from 6-10% (Newcomb & Richardson , 2000). At the level of
substance use, national surveys suggest that by their senior year of high school, the
percentage of children and adolescents having used licit and illicit substances are as
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follows: alcohol- 79%, tobacco-63%, marijuana-49%, cocaine- 7%, stimulants-15%, and
hallucinogens-14% (Brown, Aarons, & Abrantes, 2001).
Thus, psychological disorders in children and adolescents are a serious mental
health concern, often resulting in significant functional impairment and adverse outcome .
As such, investigating those characteristics that are associated with the development and
maintenance of the problem is essential for greater understanding and proper treatment .

Risk Factors

Most forms of psychopathology cannot be attributed to a single, absolute
determinant. Etiological or causal factors associated with the development of
psychopathology are complex and multidetermined with relative contributions of
individual (biology/genetics /psychology) and environmental factors (Mash & Dozois,
2003) . A predominant etiological model is the diathesis-stress model (Stark et al., 2006).
According to this model, intraindividual vulnerability (diathesis) , including biological ,
genetic , and psychological factors, interacts with environmental or life events (stressors)
to trigger psychological distress . With greater genetic predisposition , less stress is
required to trigger psychopathology (Zubin & Spring, 1977). Because factors associated
with psychopathology cannot be deemed "causal" factors in and of themselves , such
factors have been referred to as "risk factors ." Risk factors have been described as those
characteristics or variables that, if present for a given individual, increase vulnerability
for developing a psychological disorder. Longitudinal research indicates that a strong
relationship exists between exposure to an increasing number of risk factors and the
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increased likelihood of developing psychological disorder symptoms (Arthur, Hawkins,
Pollard, Catalano, & Baglioni, 2002) .

Biological Risk Factors
A number of biologically based factors have been empirically associated with
psychopathology . While a detailed review of the numerous biological factors associated
with psychological disorders is beyond the scope of this paper , factors frequently
included in the literature include genetics and temperament.

Genetics . Psychopathology tends to run in families. Support for a genetic
contribution is based largely on twin, adoption, and family studies . Twins studies are
designed to examine the concordanc e rat e, or occurrence of a given trait in both members
of a twin group , between monozygotic (MZ) and dizygotic twins (DZ). Because MZ
twins share identical genes and DZ are as genetically similar as nontwin siblings, higher
concordance rate for MZ twins indicates a genetic influence for a given disorder.
Adoption studies examine twins reared in separate homes to eliminate the possibility that
high concordance rates are due to shared environmental factors (Elbert , Seale, &
McMahon, 200 I; Rabian & Silverman, 2000) . Family studies examine the nonrandom
clustering of symptoms or disorders within a given family compared to the random
distribution of the disorders within the general population . Support for a genetic
contribution to a given disorder is based upon the occurrence of the pathology being
higher among biological relatives of the pro band than in the general population (Mash &
Dozois, 2003).
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Genetic influences have been implicated in most forms of psychopathology .
Within the internalizing disorders domain, a significant amount of research has been
conducted regarding the heritability of depression. Studies indicate that children of
depressed parents are three times more likely to be diagnosed with a psychological
disorder, particularly depression, relative to a normal control group . Further, as the
number of relatives diagnosed with a depressive disorder increases, offspring experience
an increased risk for depression with an earlier age of onset and increased level of
severity (Mufson & Moreau, 1997; Stark et al., 2000).
While comparati vely fewer studies have been conducted with regard to the
heritability of anxiety disorder s, results of twin studies indicates a high concordan ce rate
within MZ twins . Based on family studies, it has been estimated that children of anxious
parents are seven times more likely to receive an anxiety disorder diagnosis than children
of normal controls . Further , there exists a higher prevalence rate of anxiety disorders
among relatives of clinically anxious children than among relatives of normal controls
(Albano et al., 2003 ; Rabian & Silverman, 2000 ; Watson & Gross , 2000) .
Research also supports a significant genetic contribution with disruptive behavior
disorders (Johnson, McCaskill, & Werba, 2001). Based on twin studies, research
indicates that genetic influences are more important during middle childhood , while
environmental factors are more influential during early childhood. Adoption studies
reveal an increased rate of conduct disorder in children with at least one biological parent
with a history of antisocial behavior (Elbert et al., 2001) . In addition, the high number of
criminals in some families further supports the heritability of antisocial traits (WebsterStratton, 2000).
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Finally, genetic factors have also been implicated in substance abuse disorders,
particularly alcohol dependence . Family studies reveal higher prevalence rates of
alcoholism among first-degree relatives of individuals with alcohol dependence . Further ,
adult alcoholics are at least twice as likely to report parental alcoholism as nonalcoholic
adults . Based on twin studies, evidence suggests a much higher concordance rate for the
identical twin of an alcoholic than the fraternal twin . Finally, adoption research suggests
a four-fold increase in risk for alcoholism in children of alcoholic biological parents
(Brown et al., 2001; Hawkins et al., 1997). In general, parental psychopathology appears
to put children at heightened risk for the development of a psychological disorder ,
although the diagnosis or classification of the disorders may vary. For example, parental
substance use has been associated with increased rates of depression in offspring
(Watson & Gross , 2000) .

Temperament . Temperament has been described as preexisting traits or
tendencies around which broader personality dimensions develop . Such traits are present
in infancy/early childhood and are believed to reflect biologically based characteristics
that are stable although not entirely fixed (Albano et al., 2003 ; Aylward , 2001; Elbert et
al., 2001 ). A number of categories of temperament have been identified through
research. Based on the 1956 New York Longitudinal Study (NYLS), nine categories of
temperament were defined including: activity level, threshold of responsiveness , quality
of mood, adaptability, rhythmicity/regularity, approach/withdrawal, intensity of reaction,
distractibility, and attention span/persistence (Elbert et al.). These categories were later
condensed to four dimensions : negative emotionality (fear, irritability, frustration),

18

positive affect/approach (curiosity, eagerness, energy, or failure of self-regulation),
attention span (effortful control, persistence), and activity level (Elbert et al.).
Three constellations of temperament were identified from the original nine
categories defined in the NYLS : the easy child, the slow-to-warm-up child, and the
difficult child. The easy child is characterized by positive approach and responses to
novel stimuli, good adaptability to change, regularity, and a predominantly positive
mood . The slow-to-warm-up child is characterized by mildly negative responses to new
stimuli, slow adaptability to change, and a tendency toward irregularity of biological
function . The difficult child temperament consists of negative or withdrawal responses to
new stimuli, poor adaptability to change, irregularity of biological function, and a
predominantly intense/negative mood expression (Aylward , 2001) . The difficult child is
at an increased risk for developing behavior problems (Schroeder & Gordon, 2001).
The relationship between temperament or personality traits and psychopathology
has been well documented in research. For example, difficult temperament throughout
infancy and childhood has been consistently associated with behavior problems including
conduct disorder. In addition to the temperamental characteristics of the difficult child
(unadaptability , irritability, irregularity), traits associated with conduct disorder include
high activity level, impulsiveness, feeding and sleep problems , difficulty soothing , and
resistance to control (Dadds et al., 1997; Hinshaw & Lee, 2003 ; Lechman et al., 2001 ;
McMahon, Wells, & Kotler, 2006; Webster-Stratton, 2000). Traits frequently associated
with substance use include high sensation seeking, high behavioral activity level, low
self-esteem, low impulse control, nonconventionality, and behavioral disinhibition
(Brown et al., 2001; Hawkins et al., 1997) . Research indicates that behavioral inhibition
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throughout early childhood is often a precursor of anxiety disorders and social
withdrawal in later childhood. Behavioral inhibition has been described as the child's
degree of sociability as manifested by behaviors along the approach-withdrawal
dimension. Traits or characteristics often associated with behavioral inhibition include
avoidance, withdrawal, dependence on attachment figures, fearfulness , overly cautious,
timid , quiet , and shy (Albano et al., 2003; Hagopian & Ollendick, 1997; Rothe &
Castellanos, 2001; Rubin , Burgess , Kennedy , & Stewart , 2003).

Psychological Risk Factors
A number of psychological theories have been proposed to conceptualize child
psychopatholog y. While num erous models have received varying degrees of empirical
support , considerable research has focused on cognitive and behavioral theories.

Cognitiv e. Cognitive theories emphasize distorted or maladaptive cognitive
processes in the development and maintenance of psychological disorders (Albano et al.,
2001; Rabian & Silverman, 2000) . According to this theory, thought patterns or
cognitive "schema " filter or screen incoming information and ongoing experiences , and
the organization and storage of information in memory. From the processing of life
experiences, a core philosophy is developed . Expectations are influenced by filtering
information in a manner consistent with this core philosophy , resulting in a relative
consistency in cognition , behavior , and affect. In healthy individuals, schemas accurately
reflect the world. However, maladaptive or dysfunctional schemas distort reality and are
considered to precipitate psychological disturbance when activated by a distressing event
(Mash & Dozois, 2003; Watson & Gross, 2000). Such cognitive distortions involve a
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negative view of the self, the world, and the future (Negative Cognitive Triad; Beck,
1967) and may include errors in information processing such as selective abstraction
(focusing attention on negative aspects of an event while ignoring the positive),
personalization (drawing inferences about oneself based on unrelated event), or
dichotomous thinking (a tendency to only see extremes such as good or bad, black or
white, all or nothing; Milling, 2001) . For example, research indicates that depressed
children possess a strong negative self-schema, while nondepressed children possess a
positive self-schema (Stark et al., 2006). As such, children who are depressed tend to
interpret information with a focus on the negative while ignoring the positive (Milling).
Children who are anxious tend to interpret their environment with a focus on threatening
stimuli and their perceived lack of control (Albano et al., 2003; Chorpita & South amGerow , 2006). Further , anxious children tend to make irrational interpretations about
their anxiety symptoms (rapid heart beat is interpreted as an impending heart attack;
Rabian & Silverman, 2000). Likewise, children who are aggressive often interpret the
behavior of other children as more aggressive than their own and attribute hostile intent
to ambiguous interactions with peers (Hinshaw & Lee , 2003 ; Mash , 2006) .

Behavioral. Behavioral theories stress inadequate or maladaptive reinforcement
and/or learning histories in the development of psychopathology . Derived from the
principles of learning , behavioral theories include classical conditioning, operant
conditioning, and modeling (Chorpita & Southam-Gerow, 2006) . Classical conditioning
is essentially associative learning wherein a neutral stimulus becomes a conditioned
stimulus and elicits a conditioned response after being repeatedly or strongly paired with
an unconditioned stimulus (Watson & Gross, 2000) . Classical conditioning has been
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used to explain a variety of emotional and physiological responses such as anger, fear,
and anxiety. For example, a child may become anxious and fearful at the mere sight of
the school building after becoming a victim of the school bully. Thus , the school
building, initially a neutral stimulus, becomes a conditioned stimulus and elicits the
conditioned response of fear after being paired with the unconditioned stimulus-victimization . Operant conditioning is based on the premise that behavior is formed or
maintained by the consequences of the behavior (Hagopian & Ollendick , 1997).
Reinforcement or a satisfying consequence increases the occurrence of the behavior
while punishment or an aversive consequence causes a decrease in the behavior.
According to operant conditioning theory, maladaptive behavior results from past
reinforcement histories (Simeonsson & Rosenthal , 2001). For example , anxiou s behavior
in a child may be reinforced by parents through comforting the child and removing the
child from the anxiety provoking situation, thus maintaining the anxious behavior
(Schroeder & Gordon, 2001 ). Further , delinquent behavior may be reinforced through
peer approval of the behavior , resulting in an increased occurrence of the behavior
(Johnson et al., 2001). Modeling, based on social learning theory, suggests that in
addition to classical and operant conditioning, children learn by observation and
imitation (Watson & Gross) . According to this theory , parents are a child's first models
and the strongest influence on their development. In families where dysfunctional
behavior is demonstrated ( anxiety , depression, violence, domestic abuse, alcohol abuse,
etc.), the children often imitate this behavior and develop such abnormal behavioral
patterns (Brown et al., 2001). Behavior based upon these principles is significantly
influenced by the following environmental features .
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Environmental Risk Factors
Environmental factors that increase risk for the development of psychopathology
are those factors "outside" the child including nonbiological familial factors, life events,
peer relations, and school variables. Environmental risk factors associated with the
specific psychological disorders that were chosen for this study (depression, anxiety,
conduct disorder, and substance use) will be detailed in this section, including research
studies supporting this association . These studies, chosen from an enormous body of
literature, were selected due to topic similarity with regard to the psychological disorders
and environmental risk factors that are the focus of this study, as well as the participation
of minority subjects.

Depression. A number of environmental risk factors have been identified as
contributing to the development or maintenance of childhood and adolescent depression.
Familial factors consist primarily of parenting practices that negatively impact the
parent-child relationship . Parenting practices characterized as punitive, critical,
controlling, and rejecting , wherein guilt and shame are used to enforce compliance, have
been associated with increased rates of depression in children (Mufson & Moreau , 1997;
Stark et al., 2000). For example, in a sample of adolescent students attending public
school in a midwestern community, depressed students perceived their mothers as more
violent and verbally aggressive (Kashini, Burbach , & Rosenberg, 1988). Participants in
the study included 150 adolescents aged 14, 15, and 16 years.
Associated parent-child relationships are often conflicted, marked by low levels
of involvement and support, negative or hostile interactions , and lack of warmth and
affection (Sheras , 2001; Stark et al., 2006). In a study by Sheeber and Sorenson (1998),
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depressed adolescents described their family relationships as less supportive and more
conflictual than nondepressed adolescents in the comparison group. The study
participants consisted of 52 Caucasian adolescents between the ages of 12 and 19. Half
of the participants met criteria for a unipolar affective disorder and were recruited from
public and private outpatient facilities.
Additional familial factors include substance abuse by a parent, parental discord,
divorce, family chaos, and maternal depression (Merrell, 2003; Stark et al., 2000). For
example, in a sample of lower-middle/middle class adolescents, interparental conflict
was significantly related to adolescent depres~ed mood (Unger, Brown, Tressell, &
McLeod, 2000) . Participants in the study were predominantly Caucasian adolescents,
aged 12-18, residing in the mid-Atlantic region of the United States.
Negative life circumstances, such as low socioeconomic status (SES) and singleparent households , have also been identified (Mufson & Moreau, 1997). However, as
noted by Hammen and Rudolph (2003), the key factors appear to be the stressors
associated with low SES and single-parent households including lack of emotional
support, family disruption, blocked access to opportunities for advancement , and
financial stress. With regard to depression and SES, Castello, Farmer, Angold, Bruns,
and Erkanli (1997) found that poverty was a significant risk factor for depression in a
group of Caucasian youth residing in Appalachia. Participating in the study were 933
youth ages 9, 11, and 13.
Major negative life events, such as the loss of a mother or father due to death or
separation , have also been associated with the development of depression (Merrell,
2003). In a 10-year longitudinal study by Reinherz and colleagues (1989), early risk
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factors for depressive symptomatology in adolescent girls included death of a parent.
Participants in the study were 378 children from a lower-middle-class community who
were assessed at ages 5, 9, and 15.
Finally, peer-related factors identified in the literature include peer rejection and
difficulties maintaining friendships (Mufson & Moreau , 1997; Stark et.al., 2006) . For
example, girls identified as rejected through peer nominations scored higher on the
Children's Depression Inventory than girls identified as popular, neglected, or average.
Participants consisted of 129 third-, fourth-, and fifth-grade girls from a predominantly
lower- to lower-middle-income rural area (Bell-Dolan, Foster, & Christopher, 1995).

Anxiety. Little research has been devoted to exploring the environmental etiology
or causes of anxiety (Merrell, 2003). Therefore, less information is available regarding
the environmental risk factors associated with the development or maintenance of
childhood and adolescent anxiety. A number of familial factors have been identified.
Parental modeling and reinforcement of anxious and avoidant behavior has received a
significant amount of empirical support (Hagopian & Ollendick, 1997; Rabian &
Silverman, 2000). Supporting this finding was an observational study to examine family
relationships and problem solving in anxious children by Barrett , Rapee, Dadds, and
Ryan (1996) . Separately , children and their parents were asked to interpret an ambiguous
scenario and generate a plan of action to the scenario. They were then asked to discuss
the situation as a family and for the child to provide the final response. Results indicated
that anxious children and their parents were more likely to interpret the ambiguous
situation in a threatening manner and generate avoidant solutions . Participants in the
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study were children aged 7-14 years who were divided into three groups: clinically
anxious ( 152), oppositional (27), and nonclinical (26), and their families.
Risk factors related to parenting practices have also been identified, including
inadequate affection and excessive parental control or "affectionless control" (Albano et
al., 2003). For example, in a study by Chorpita, Brown, and Barlow (1998), a controlling
family environment that affords the child limited experience of personal control was
associated with anxiety and negative affect. Subjects in the study were 93 children (aged
6 to 15) and families. Of this sample, 62 were selected based on referrals to a clinic
specializing in childhood anxiety disorders.
Parenting style characterized as intrusive, overinvolved, and overprotective has
been identified as contributing to anxious behavior; possibly due to the underlying
message to the child (fragile, incompetent, etc.; Rothe & Castellanos, 2001). In a
retrospective study with adults designed to assess the relationship between obsessional
neurosis (or obsessive-compulsive disorder) and child-rearing practices, Ehiobuche
(1988) found that obsessionals consistently rated their parents as more rejecting and
overprotective compared to control subjects . Participating in the study were 74
Melbourne university student volunteers from various ethnic backgrounds (Greek,
Italian, and Anglo-Australian) .
Parental and familial stress has also been identified as a correlate of childhood
anxiety, although it is not clear if the association is behavioral in nature or genetically
based. A number of stressful life events have also been associated with the manifestation
of anxiety such as lower SES (due to the numerous associated stressors) and poor social
support (Rabian & Silverman, 2000). Finally, childhood sexual abuse has also been
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identified as a risk factor for anxiety, with anxiety viewed as a stress response to the
trauma (Wekerle & Wolfe, 1996).

Conduct disorder . Regarding environmental risk factors that appear to contribute
to the development or maintenance of conduct disorder behaviors, disturbances in family
functioning resulting in unhealthy living environments are most often noted. Of primary
significance is poor parenting practices, particularly supervision and discipline related
factors. Noted in literature are parenting practices characterized by disengagement
including poor parental supervision, lack of parental involvement, and lack of nurturance ,
which serve to decrease opportunities for positive teaching and increase opportunities for
delinquent behavior s (Lochrnan et al., 2001; McMahon et al., 2006; Prinz & Connell,
1997). In a follow-up, longitudinal study of 506 boys from the Pittsburgh Youth Study,
poor parental supervision was determined to be a cause of delinquency according to
forward-lagged within-individual correlations (Farrington, Loeber, Yin, & Anderson ,
2002). The study consisted of seven waves of data collection beginning at age 13 and
continuing until age 18.
Factors that serve to model aggressive behavior have also been identified as clear
risk factors, including harsh and inconsistent discipline, rigid control, hostility, rejection,
and physical abuse (Hinshaw & Lee, 2003 ; Merrell , 2003; Webster-Stratton , 2000) . For
example, in a sample 622 of high school students from a private Catholic school in a
Midwestern farming community, inconsistent parental discipline was a mediating
variable on delinquency and drug use for both females and males (Lempers, ClarkLempers , & Simons, 1989). Perceived parental rejection was correlated with aggression
and delinquent behavior in a sample of 168 adolescents who participated in the Study of
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Health in Pomerania, Germany (Bamow, Lucht, & Freyberger, 2005). A variety of
measures were administered including the Youth Self Report to rate self-report of
aggressive and delinquent behaviors .
Thus, ineffective parent management has a significant negative impact on the
parent-child relationship , often resulting in coercive parent-child interactions in relation
to behavioral compliance. As suggested by Patterson (1982) , parents reinforce
noncompliant and aggressive behavior in a variety of ways. For example, parents reward
the coercive, problematic behavior of a child (temper tantrums, defiance , etc.) by giving
in to the child, temporarily ceasing the behavior and negative parent-child interchange,
which is mutually rewarding for the parent and the child . In addition, harsh and abusive
discipline for problematic behavior is rewarding to parents by the child's temporary
compliance or ending of the behavior (Dadds et al., 1997; McMahon et al., 2006). These
coercive behaviors often generalize to other relationships (peers, teachers), resulting in
increased problematic relations (Lochman et al., 2001).
Issues related to conflict within the parental relationship (regardless of marital
status), including hostility , tension , and domestic violence have been associated with
increased problematic behaviors in off spring (Prinz & Connell, 1997). While divorce or
separation is often considered an environmental risk factor for disruptive behavior in
children, studies suggest that it is not the divorce per se but rather the amount of conflict
and violence in the relationship (Dadds et al., 1997; Hinshaw & Lee , 2003). Such
behaviors serve to model conflict and aggression as well as disrupt parenting practices
(Hinshaw & Lee; Webster-Stratton, 2000). As an example, Moretti, Obsuth, Odgers, and
Reebye (2006) found that adolescent girls who witnessed their mother's aggressive
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behavior and adolescent boys who witnessed their father's aggressive behavior were
significantly more aggressive toward friends. Further, girls and boys who witnessed their
mother's aggressive behavior toward a romantic partner reported significantly higher
levels of aggression toward their romantic partners. Participants in the study were 112
adolescent youth ranging in age from 13-18 who were either referred for an assessment
due to severe behavior problems or admitted to a youth correctional facility in Canada.
The youth were primarily Euro-Caucasian (67%) or of Aboriginal descent (22%).
Additional familial risk factors include parental psychopathology (substance
abuse, depression in mothers, antisocial behavior in fathers, etc.), socioeconomic stress
(poverty, unemplo yment, crowded living conditions), disorganized and chaotic home life,
and social isolation (Dadds et al., 1997; McMahon et al., 2006; Webster-Stratton , 2000).
These risk factors serve to heighten parental difficulties , increase stress, and negatively
impact parenting. Based on data from the Montreal Longitudinal-Experimental Study,
poverty was determined to be correlated with extreme delinquency (Pagani, Boulerice,
Vitaro, & Tremblay, 1999). Participants included 497 6-year-old kindergarten boys from
low SES areas of Montreal, Canada. To assess for risk of delinquency, teachers
completed the Social Behaviour Questionnaire when the boys were age 6. Income data
was collected annually from the parents , beginning when the boys were age 10. At age
12, the boys reported on parental supervision and home rules. At age 16, the boys
completed a self-reported delinquency questionnaire regarding their involvement in
antisocial behavior over the past year including fighting, theft, vandalism, and substance
abuse.
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School-related risk factors include poor school performance and less positive
relationship with teachers (Webster-Stratton, 2000). In a study by Ellickson and
McGuigan (2000), poor grades in seventh grade were predictive of violent behavior at
age 18. Participants in the study were part of the RAND Adolescent Panel Study drawn
from 30 middle and junior high schools in California and Oregon. The initial sample
consisted of 6,527 seventh graders from a number of ethnic backgrounds including
Caucasian, African American, Hispanic, Asian, and Native American. These subjects
completed a survey to assess a number of predictor variables including school
performance. Data were again collected 5 years later when the students were in 1th
grade, or of comparable age, from 4,390 students to assess relational violence, predatory
violence, and overall violence. It has been suggested that academic difficulties result in
feelings of frustration for the child or adolescent, an aversion toward school, and an
increase in disruptive behavior. This disruptive behavior then impacts the student's
relationship with teachers (Prinz & Connell, 1997).
The most significant peer related risk factor noted in literature appears to be
associating with delinquent peers. Research indicates that aggressive behavior and peer
rejection predict delinquency (Prinz & Connell, 1997). Aggressive and coercive
behaviors (discussed previously) frequently result in peer rejection from prosocial peers
and gravitation toward delinquent peers who are more accepting of such behaviors
(McMahon et al., 2006). Associating with delinquent peers increases the likelihood of
committing delinquent behaviors due to the peer modeling and reinforcement of such
behaviors (Lochman et al., 2001). In a study by Forgatch and Stoolmiller (1994),
delinquent peer association was determined to have a large effect on delinquent behavior.
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Recruited through schools in high-crime density neighborhoods, the participants
consisted of 206 fourth-grade boys who were part of the longitudinal Oregon Youth
Study. The sample was 86% Caucasian and at least 50% of the families were from
working class or low SES. Extensive assessments consisting of structured interviews,
telephone interviews, questionnaires, family interaction tasks, teacher ratings, and court
offense records were obtained beginning in 4th grade and every other year through 12th
grade. Delinquent peer association was based on adolescent interview and parent and
:eacher questionnaires to assess the delinquent behavior and substance use of the
adolescent's friends.

Substancer-related disorders. Environmental risk factors associated with the
development and/or maintenance of substance related disorders are quite similar to the
risk factors associated with many of the previous disorders, particularly conduct disorder.
Parenting style that has negatively impacted the parent-child relationship has been
consistently noted, particularly authoritarian parenting practices and severe or
inconsistent discipline (Hawkins et al., 1997). For example, in a study by Marshal and
Chassin (2000), inconsistent discipline was associated with a stronger relationship
between affiliation with drug-use promoting peers and substance use in adolescent
females. Participating in the study were 300 predominantly Caucasian (75%) and
Hispanic (22%) adolescents who ranged from 10-15 years of age.
Lack of parental involvement has also been identified, including permissive
parenting , reduced parental monitoring, and inconsistent family management (Chassin et
al., 2003; Newcomb & Richardson , 2000). Results of a study by Kung and Farrell (2000)
indicated the path from poor parenting to adolescent drug use was significant for both
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male and female participants, with "poor parenting" based on adolescent perceptions of
poor parental monitoring and inconsistent discipline. Participants in the study were 443
seventh grade students from a public school system in the southeastern United States.
The majority of the students within this school system are African American and live in
lower SES neighborhoods.
Parent-child relationship s characterized by hostility, lack of warmth, and low
bonding have also been associated with problematic drug and alcohol use (MacPherson et
al., 2006). Parental discord has also been linked with adolescent substance use, including
divorce/separation and parental conflict between nonmarried parents, due to the increase
in familial stress (Hawkins et al., 1997; MacPherson et al., 2006). In a study by Needle ,
Su, and Doherty ( 1990), the impac t of divorce on adolescent substance use was analyzed
in a prospective longitudinal study. Subjects in the study were 508 famil ies with a child
between the ages of 11 and 13. The majority of the families were Caucasian from
middle- to upper-middle-income class . Parents and children were interviewed annually
for 5 years . Study variables included overall drug involvement, consequences related to
alcohol and drug use, family cohesion, parent-child strain , peer ' s substance use, and
general psychological well-being. The sample comprised three groups: those
experiencing parental divorce during childhood , those experiencing divorce during
adolescence , and those from continuously married families. Results indicated greater
overall drug involvement in the adolescent divorce group .
Additional stressful life events that have been correlated with increased substance
use include extreme economic conditions, physical or sexual abuse, and single-parent
families (Chassiri et al., 2003; Newcomb & Richardson, 2000). For instance, in a study
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designed to identify risk factors in nonuse, first use, and prior substance use among sixth
graders , results indicated that new users and prior users were more likely to come from
single-parent families than nonusers (Sobeck , Abbey, Agius, Clinton, & Harrison , 2000) .
Participants in the study included 582 sixth-grade students from five Midwestern school
districts . The self-reported ethnic descripti<~ms
were Caucasian (92% ), American Indian
(3%), African American (1%) , Hispanic (1%), and other (3%) . Data were collected at the
beginning and end of the sixth grade . Students were classified according to three groups
based on the results of data collection : nonusers (never used by the end of sixth grade),
new users (first used during sixth grade) , and prior users (first used before sixth grade) .
Measures used in this study included items from standard surveys assessing alcohol and
tobacco us e (Monitoring the Future Study) as well as newly developed questions
designed to assess substance abuse knowledge, prot ective social skills such as
assertiveness and handling peer pressure, relationships with peers , and general school
perceptions .
Parental use of drugs and alcohol appear to be a significant risk factor. Parental
substance use not only influences parenting style, it influences child and adolescent
attitudes toward substance use through modeling and increases the availability or
accessibility of alcohol and drugs for youth (Myers et al., 1998; Westermeyer, 1997).
For example , in a study on the effects of parental substance use on adolescent substance
use, results indicated that parental use of alcohol influenced adolescent use of alcohol
while parental use of marijuana influenced adolescent use of cigarettes, alcohol, and
marijuana . These results were even more pronounced when the substance use was by
both parents (Li, Pentz , & Chou , 2002) . This study was conducted as part of a
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longitudinal school- and community-based drug use prevention trial in Indiana .
Participants included 1,807 students in Grades 6 and 7, who were predominantly
Caucasian (79%) and African American (19%) from high SES (84%). Data was
collected at baseline, and again at 6- and 18-month follow-up, utilizing a 100-item survey
designed to assess demographic characteristics, behaviors, attitudes, and social influences
related to substance use.
Factors related to the community and peer relationships have also been identified
as risk factors. At the community level, neighborhood disorganization and patterns of
substance use in the community may serve to increase the availability of drugs and
alcohol (Newcomb & Richardson , 2000) . With regard to peer relationships, research
suggests that peers have greater influence on behavior than parents during adolescence
(MacPherson et al., 2006; Westermeyer, 1997). Not only does peer modeling of
substance use increase social pressure to use, peers serve to provide reinforcement for
conformity. In addition, social anxiety resulting from difficult interactions with peers
may serve to increase reliance on drugs and alcohol to provide relief from stress and
tension (Westermeyer). In a study by Dishian and Skaggs (2000), exposure to peer
deviance (associating with peers who use drugs or alcohol) was correlated with increased
substance use. Subjects in the study were 181 predominantly Caucasian adolescent youth
between the ages of 11 and 14, and their parents. Data were collected through monthly
interviews to assess substance use, peer exposure, peer difficulties, parental involvement,
and parent stress over a 9-month period as part of a follow-up of a Parent and Teen Focus
intervention with high-risk youth targeted for inclusion in the sample.
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Finally, research suggests that poor school performance is a significant risk factor
substance use with school failure increasing the risk of exclusion from the mainstream
students and affiliation with a deviant peer group (Chassin et al., 2003). In an English
sample of 4,625 adolescents aged 11-16 (Sutherland & Shepherd, 2001 ), results indicated
that substance use was significantly higher among adolescents who perceived themselves
as having low academic achievement (79.6%) compared to adolescents who perceived
themselves as having high academic achievement (59.8%). Participants in the study
were from five schools from different geographic areas of England that represented SES
ranges from deprived through affiuent. A questionnaire survey was utilized to gather
data on substance use, social factors , trouble with police, suspension from school,
academic achievement and expectations , religious belief, family structure , and family
versus peer influence .

Protective Factors

A significant amount of research on risk factors associated with psychopathology
has been conducted that has greatly increased our understanding of the psychological
impact of risk factor exposure (Jackson, Siters, Warren, & Velasquez, 2003; Merrell,
2003; Mufson & Moreau, 1997). However, many children exposed to significant risk do
not develop psychological problems. Therefore, an understanding of the impact of risk
factor exposure on psychological well-being entails consideration of resilience and
associated protective factors as well (Mash & Dozois, 2003). Resilience has been
described as "the capacity for successful adaptation, positive functioning, and
competence despite high-risk status" (Bradley & Whiteside-Mansell, 1997, p. 38).
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Protective factors consist of individual characteristics or environmental features that
moderate or reduce the negative effects of exposure to adversity. Factors that contribute
to adaptive functioning have been identified, including personality or dispositional
attributes of the child, family characteristics, and community factors (Bradley &
Whiteside-Mansell; Mash & Dozois) . However , unlike the detailed information linking
particular risk factors to specific psychological disorders , literature regarding resiliency
and protective factors is most often presented in less detail.
Specific personality or dispositional attributes that operate as protective factors
that have been identified include "easy" temperament (i.e., a child who is good natured
and easy to deal with), high intelligence, academic competence , positive self-esteem,
optimism, internal locus of control , effective coping strategies , good comm1mication
skills, and successful adaptation to change (Garmezy , 1993) .
A number of family characteristics and processes that provide for the emotional
needs of a child have been reported as protective factors . These include positive
parenting (i.e., consistent rules and regulations, parental supervision, patience), healthy
family relationships (i.e., warmth , cohesion, absence of conflict, reliable emotional
support), a stable home environment , and the presence of positive role models (Chafe! &
Hadley, 2001; Dubow et al., 1997; Hawkins et al., 1997.)
Several studies support the impact of positive parenting and healthy family
relationships as protective factors in adolescent behavior . In a study by Marshal and
Chassin (2000), results indicated that adolescent females who have high levels of
parental support and consistency of discipline were less likely to be influenced by peers
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who promote substance use. Participating in the study were 300 primarily Caucasian and
Hispanic adolescents who ranged from 10-15 years of age.
In a second study, positive parenting, family cohesion, and family social support
were positively correlated with adaptive behavior and negatively correlated with
externalizing problems in a sample of children aged 6-12 years residing in southwestern
United States (Prevatt, 2003). The study included 80 children and their mothers from a
variety of ethnic backgrounds including Caucasian (60% ), African American ( 11% ),
Hispanic (16%), Native American (5%), and mixed ethnicity (7%) .
In a third study, parental supervision, social support , and low levels of parentchild conflict were associated with decreased levels of depression among adolescents in
grades 7 through 12 (Harker , 2001). Data were collected as wave l and 2 of the National
Longitudinal Study of Adolescent Health , a nationally representative study of adolescents
from a number of regions in the U.S. With a sample size of 13,350, student participants
represented a variety of ethnic backgrounds and immigrant status.

In an exploratory study on risk and protective factors among youth offenders by
Carr and Vandiver (2001) , findings indicate that structure and rules in the household as
well as family support were correlated with nonrepeat juvenile offenders, suggesting that
these factors serve as protective factors to deter delinquent behavior. Subjects in the
study were 76 female and male youth offenders between the ages of 11-17. The ethnic
composition of the sample included African American ( 51 % ), Hispanic (36% ), and
Caucasian (13%). Crimes for which the youth were charged and placed on probation
spanned the delinquent behavior continuum from misdemeanor to felony offenses.
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Regarding healthy family relationships, in a 10-year longitudinal study by
Reinherz and colleagues (1989) , family cohesiveness and satisfactory social supports
were found to be mediators of depressive symptomatology in adolescents. Participants in
the study were 378 adolescents (mean age 15 years) from a working and lower -middleclass community who had participated in a longitudinal panel study from kindergarten
until age 9.
In a final study on healthy family relationships, parental warmth and father
involvement were determined to be negatively associated with anxious/shy and acting out
behavior in a sample of African American sixth graders (McCabe, Clark, & Barnett,
1999). More specifically, children with fathers who were more involved in their care had
fewer teacher reports of acting out behavior. Further, parental warmth was negat ively
related to child anxious and shy behavior. Participants included 64 children and their
primary care givers residing in Detroit.
Community-based protective factors include external support systems that
promote competence including the availability of resources and opportunities, prosocial
peer relations, and effective school environments with supportive teachers (Chafe! &
Hadley, 2001; Mash & Dozois , 2003). In a study by Brown , Henggeler, Brondino , and
Pickrel (1999), emotional bonding with peers was negatively correlated with
internalizing disorders among a sample of 12- to 17-year-old youth recruited from the
Department of Juvenile Justice in South Carolina. Participants in the study were 120
adolescents who met DSM-111-R(AP A, 200) criteria for substance abuse or dependence
and were involved in the juvenile justice system. Of the 120 participants , 72% of the
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sample also met criteria for one or more DSM-III-R diagnoses in addition to substance
abuse or dependence.
Finally, in a study by Herrenkohl and colleagues (2003), school bonding at age 15
was associated with decreased probability of violence at age 18 among a sample of
youths who received high teacher ratings of aggression at age 10. Data were collected as
part of the Seattle Social Development Project, a longitudinal study of youth
development and behavior. Participants included 808 children recruited from 18 Seattle
elementary schools serving high-crime neighborhoods . The ethnic composition of the
study participants was predominantly European American (46%), African American
(2 1% ), and Asian American (9% ). Results were based on the Child Behavior Checklist
teacher ratings of aggressive behavior at age 10, several measures to exa!Iline protective
and risk factors at age 15 (community, family, school, peer , and individual), and selfreported violence at age 18.

The Relationship Between Risk and Protective Factors

A number of theories have been proposed to explain the relationship between risk
and protective factors , and their combined impact on psychological outcome. Garmezy,
Masten , and Tellegen (1984) , proposed three models to explain this relationship : the
compensatory model , the challenge model, and the conditional or protective model.
These models are believed to operate simultaneously or successively rather than
independently .
According to the compensatory model, risk and protective factors are seen as
combining additively in the prediction of adaptation or outcome , with the impact of risk
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counteracted or compensated for by protective factors (Chafel & Hadley, 2001; Garmezy
et al., 1984; Mash & Dozois , 2003; Rak & Patterson, 1996). For example, possessing
various protective factors such as positive self-esteem, scholastic competence, a
structured home environment , and close parental supervision may compensate for stress
created by exposure to chronic poverty, thus increasing the possibility of a positive
outcome. After a thorough search, research on the additive effects of multiple protective
factors on risk factor exposure was not located.
In the challenge model, stress serves to enhance competence and adaptation,
provided that the stress is not too severe and insunnountable . According to this model,
successful coping with small amounts of stress prepares the child to deal with larger
stressors (Chafel & Hadley , 2001; Garmezy et al., 1984; Mash & Dozois , 2003 ; Rak &
Patterson, 1996) . Research supporting this model is included in a review of five research
articles on violence exposure by Luther and Goldstein (2004) . Their review indicated
that children exposed to violence within their communities are at high risk for developing
both internalizing and externalizing problems . Further , positive parenting (high
monitoring, support, cohesiveness) appears to provide a protective or stabilizing effect in
children's adaptation to such adversity . However, the impact of positive parenting is
limited when living in neighborhoods where violence is a constant fact of life.
The conditional model posits that protective factors modify or buffer the impact
of stress on outcome (Chafe! & Hadley, 2001; Garmezy et al., 1984; Mash & Dozois ,
2003; Rak & Patterson, 1996). For example, social support appears to buffer the effects
of economic hardship, responsive caregivers appear to moderate the effects of a
conflicted family environment, and positive role models appear to buffer the effects of
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living in a crime-ridden neighborhood . Supporting this model is a study by Kim-Cohen,
Moffit, Caspi, and Taylor (2004) . In a sample of 1,116 five-year-old twin pairs who
were part of the E-Risk Study, SES deprivation predicted more antisocial behavior.
However, maternal warmth appeared to promote resilience to SES adversity in children.
Taken together, exposure to protective factors may serve to buffer or reduce the
negative effects of risk factor exposure. However, given the complex nature of the
relationship between risk and protective factors, it is difficult to specify which protective
factors go with which risk factors for most outcomes (Bradley & Whiteside-Mansell,
1997). With the potential to significantly influence the emotional and behavioral
outcome, protective factors must be considered when studying the impact of environment
on psychopathology . While these models have been cited in literature (Chafe! & Hadley,
200 I; Mash & Dozois , 2003 ; Rak & Patterson , 1996), after a thorough search, research
specific to these models was not located.

Challenges of Native American Adolescents

Most research on childhood psychological disorders has been focused on
Caucasian children and adolescents . However , statistics reveal that many Native
American children and adolescents experience life stress at rates exceeding those of
children and adolescents in the general population . These experiences may have negative
effects on their psychological development.
Among the challenges facing Native American children and adolescents are rates
of child abuse and neglect that are approximately 23% higher than the national average
(U.S Department of Health and Human Services, 2006) . The high school drop out rate
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for Native American adolescents is higher than any other minority groups with nearly
one half failing to complete high school (American Indian Education Foundation, 2002) .
The birth rate for Native American teenagers is twice the rate for Caucasian teenagers,
with nearly 20% of births to Native Americans being to females under the age of20
(National Vital Statistics Report , 2002) . Nearly 36% of Native American children and
adolescents reside in a single parent household compared to 26% in the general
population (U .S. Census Bureau, 1997). Finally, suicide is the second leading cause of
death within the Native American adolescent population , following unintentional injury
(National Vital Statistics Reports, 2001 ) .
With regard to Native Americans in general, the percentage of Native Americans
who live below the poverty level is nearly two and one half times the national average
(U.S . Census Bureau , 2001) . Native Americans youth are victims of violent crime--rape /
sexual assault , simple assault, and aggravated assault--at rate s nearly twice the national
average and higher than any other racial or ethnic group (U.S . Department of Justice,
2004) . More specific, Native American women face high rates of domestic violence and
are over five times more likely to be raped than women of other minority groups (U.S.
Department of Justice, 1999). Alcohol appears to be a significant factor in many of these
crimes (U.S. Department of Justice, 2004) . Further , Indian Health Service statistics
reveal that the alcoholism death rate for Native Americans is 5.5 times the national
average (Indian Health Service, 1995). Although all tribes are combined within these
statistics totals and there exists considerable variability among tribes, these statistics are
cause for concern .
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Many of the challenges experienced by Native American children and adolescents
have been identified as risk factors for the development of various childhood
psychological disorders and/or the behavioral and emotional manifestation of such
disorders. For example, Native American children experience high rates of abuse and
neglect. While abuse and neglect, including abusive and neglectful parenting practices
(harsh/abusive discipline , rejection) have been linked to childhood psychological
disorders in the general population (Albano et al., 2003; Dadds et al., 1997), research on
the relationship between child abuse and psychopathology with a Native American
sample is lacking. In the single study located, childhood physical abuse was found to be
a predictor of depression in Native American females (Roosa, Reinholtz & Angelini,
1999). Participants in the study included 320 Native American females , aged 18-22,
residing in Arizona. Survey questionnaires used in the study included the Conflict
Tactics Scale to assess child physical abuse , the Sexual Experiences Survey to assess
child sexual abuse, and the Center for Epidemiologic Studies Depression Scale to
evaluate current levels of depression. Results indicated that child physical abuse was the
only significant predictor of depression within this Native American sample.
Suicide has been listed as the second leading cause of death among Native
American adolescents. Regarding challenges related with suicide and substance use,
research indicates that Native American adolescents engage in high levels of selfdestructive behaviors. In a study by Frank and Lester (2002), results indicated that
Native American adolescents engaged in more risky behaviors than White and Black
youth participating in the study as measured by the National School-Based Youth Risk
Survey in 1997. Participants in the study included 139 Native American youths in grades
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9 through 12 from across the United States. Native American male adolescents received
higher self-destructive scores based on engaging in unsafe behaviors including suicide
attempts, carrying a weapon, drug use ( cigarettes, marijuana, and cocaine), alcohol use,
drinking and driving, and engaging in physical fights. Native American female
adolescents reported engaging in higher rates of suicide attempts, cocaine use, alcohol
use, drinking and driving, and physical fights. A high rate of suicide attempts was also
found in a study by Dinges and Duong-Tran (1994). Volunteers for the study were 291
Native American students attending a northwestern boarding school. A screening
instrument to assess for a variety of psychiatric, behavioral, and social problems was
designed for this study with the content based on a number of existing screening
measures. The efficacy of the instrument was confirmed through structured diagnostic
interviews . Results indicated that 41 % of the students seriously considered killing
themselves, while 30% had attempted suicide. Further, suicidality was correlated with a
history of drug and alcohol use and depression . Similar results were found in a sample
of 7,241 Navajo students from the Navajo Reservation (Grossman, Milligan, & Deyo,
1991). Based on data from the 1988 Navajo Adolescent Health Survey, results indicated
that 15% of the students reported a previous suicide attempt. In addition, suicide
attempts were correlated with a history of drug and alcohol use, sexual and physical
abuse, and mental health problems.
Additional challenges ofNative American adolescents can be linked to poverty
either directly or indirectly. For example, in addition to high rates of poverty, challenges
noted in the preceding statistics include circumstances ( school drop out, teen parenthood,
single-parent households) that increase the risk of poverty. Although research specific to
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the relationship between poverty and mental health status among Native Americans could
not be located, poverty is consistently listed as an environmental risk factor for
psychopathology in the general public (Albano et al., 2003; Hagopian & Ollendick, 1997;
Mufson & Moreau, 1997; Newcomb & Richardson, 2000; Webster-Stratton, 2000).

Prevalence Rates among Native American Children and Adolescents

Limited data is available on the prevalence rates of clinically significant
psychological disorder symptoms in Native American children and adolescents. In total,
six studies were located that provided prevalence rates of at least one psychological
disorder that is the focus of this study . Each of these studies will be reviewed in terms of
the sample , assessment , disorder s investigated, and outcomes. In a Cherokee youth
sample of 9-, 11-, and 13-year-olds residing in North Carolina (Castello et al, 1997), 3month prevalence rates for a number of psychological disorder symptoms were evaluated
through interviews based on the Child and Adolescent Psychiatric Assessment. Results
indicated that .3% met criteria for depression , 5.3% for anxiety, 6.5% for conduct
disorder, and 1.2% for a substance use/dependence disorder with alcohol the most
commonly reported substance used. These rates, however, are based on a short time
interval and as such , may be an underestimation of the actual prevalence rates within this
population of Native American children. Further, given the age of the study participants,
rates for substance use/dependence are likely significantly less than rates within the
Cherokee adolescent population .
In a sample of second- and fourth-grade Navajo children, Morris and Crowley
(1998) found that, across reporting sources (parent, teacher, and self-report), clinically
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significant levels of depression were found in 3-6% of the children, while 3-5% endorsed
anxiety at this level, with teacher report being the highest rated across both domains.
Data were collected utilizing modified versions of the Child Behavior Checklist (CBCL),
Youth Self Report (YSR) and Teacher Report Form (TRF). However, with comparisons
made to peers in the Native American sample rather than based on normative data, the
clinical status of the study sample is distribution based. As such, a percentage of the
sample will always endorse symptoms greater than one and two standard deviations
above the mean . Thus, the "clinical" status of the study sample is not absolute . The
information provided by this study is difficult to interpret or generalize outside the
Navajo population .
In a group ofNative American adolescents residing in a boarding school, 58% of
the sample was categorized as depressed based on self-report utilizing the Center for
Epiderniologic Studies Depression Scale (CES-D) and the CES-D conventional cutoff
score of 16 (Manson, Ackerson, Dick, Baron , & Fleming, 1990). However , the results
indicated that the students were categorized as depressed based on the endorsement of
numerous weaker, transient symptoms of depression rather than more enduring
symptoms indicative of more severe depression . More specifically, 58% were
categorized as depressed based on symptoms lasting fewer than 3 days, 34% were
categorized as depressed based on symptoms lasting 3-4 days, and 10% were categorized
as depressed when the score was calculated on the basis of symptoms lasting 5 days or
more. Thus, caution was suggested in interpreting the results.
In a study utilizing the Diagnostic Interview Schedule for Children, Version 2. lC
(DISC-2 .1C) with a school-based sample of Native American adolescents from a
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Northern Plains reservation, 4.6% met the diagnostic criteria for depression , 5.5% for an
anxiety disorder, 3.8% for conduct disorder, and 18.3% were categorized with a
substance use disorder (alcohol-11 %, marijuana-8 .6%, other-3.9%) with a distinction
between abuse and dependence not mentioned (Beals et al., 1997). The youths included
in this study consisted of the individuals that had participated in a previous study and
could still be located after a 6-year interim. As noted by the authors, only 44% of the
original sample of youth was still attending school on the reservation . Given the negative
effects of psychological disorders , which may significantly interfere with school
retention, the sample may not be representative and may underestimate the prevalence
rate of psychological disorders within the adolescent population of this Northern Plains
T1ibe.

In a group of adolescents detained in a juvenile detention facility on a Northern
Plains reservation , results based on the Diagnostic Interview Schedule for Children,
Version 2.3 (DISC-2.3) indicated that 10% were diagnosed with depression , 6.7% with
an anxiety disorder , l 6. 7% with conduct disorder , and 38% met criteria for substance
abuse/dependence with 34% categorized with alcohol abuse/dependence (Duclos et al.,
1998). Due to the delinquency status of the sample, the results may be an overestimation
of the rate of psychological disorder symptoms within the general population of Native
American adolescents. Thus, generalization to a general population of Native American
youth is problematic .
Finally, in a sample of Native American adolescents attending high school on a
Northern Plains Indian reservation , 6. 8% scored in the clinical range of depression based
on the Reynolds Adolescent Depression Scale (RADS), 10% endorsed clinically
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significant levels of anxiety as measured by the Revised Children's Manifest Anxiety
Scale (RCMAS), and 7% endorsed clinically significant levels of trait anxiety when
measured with the State-Trait Anxiety Inventory for Children (ST AIC; Matt, 2002) .
The difference in scores among these anxiety measures is of concern and may be
idiosyncratic to the anxiety measures. The STAIC provides three choices ("hardly
ever," "sometimes," and "often") that best describe one's feelings while the RCMAS
provides only two response options ("yes" or "no") . Forced choice among two options
may have impacted the number of students in the clinically significant range. With a
volunteer sample, however, the possibility exists that the sample was biased with more
psychologically healthy individuals volunteering for participation in the study.
Based on the limited research available, with the exception of substance use,
prevalence rate estimates for anxiety, depression , and conduct disorder within a general
population of Native American adolescents appear to be similar to rates found within the
general adolescent population . Higher rates are found in specific subpopulations (youth
attending boarding school , detained youth) and for substance abuse/dependence .
However, given the caveats of the available research and the absence of epidemiological
studies, the accuracy of these prevalence rate estimates is in question, thus supporting the
need for additional research in this area to gain a better understanding of the extent of the
problem .

Native American History and Culture

Theoretical literature suggests that historical factors contribute to the current
psychosocial conditions among Native American people (Brave Heart & DeBruyn,
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1998). For example, given the association between child abuse and poor parenting
practices, historical trauma may account for the high rate of child abuse and neglect
within the Native American population. Of potential significance was the development
of Indian mission and boarding schools. Designed to "civilize" Indian children through
immersion in the dominant culture's values, language, and style of dress, Indian children
were taught that their traditional ways were inferior. Many Native American children
spent a significant amount of their childhood years in these institutional settings, often
through forced attendance.

They experienced significant abuses including physical,

sexual, and emotional, as well as loss of culture and cultural identity (Brave Heart &
DeBruyn) . As a result , generations of Nati ve American children grew up without the
benefit of the model ing of family intradep endence and parental roles within the family.
The devastating consequences include poor parenting skills that continue to impact
Native American families today. Further , loss of culture and the stress of acculturation
continue to affect Native American people today as they attempt to adapt to the dominant
culture (Morris, Crowley , & Morris, 2002).
Given the impact of historical factors and loss of culture, it has been suggested
that strengths found within Native American cultures and traditions may offer some
protection against social and psychological problems (Weaver, 1999). This
"retraditionalization " has been described by LaFromboise, Trimble, and Mohatt (1990,
p. 63 7) as reliance on "cultural beliefs, customs, and rituals as a means of overcoming
problems and achieving Indian self determination." Further, there is a current trend
within many Native American communities to incorporate traditional skills, values, and
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spirituality in their prevention and intervention services, particularly within the area of
substance use (Gray & Nye, 2001; Petoskey, Van Stelle, & De Jong, 1998) .
Thus, within an ethnic minority population , the role of cultural identity and
participation in cultural activities may be an important adjunct in research on the impact
of environment on psychopathology. However, several studies indicate a positive
correlation between participation in Native American traditional activities and various
problem behaviors. In a study by Silmere and Stiffman (2006), greater involvement in
traditional activities was associated with more substance use in a sample of 401
southwestern urban and reservation-based Native American youth. Involvement in
traditional activities was measured by questions adapted from the orthogonal cultural
identity scale (Oetting & Beauvais, 1990). Youths were asked to report their level of
involvement in 11 Native American traditions (e.g. , talking circles, sweats, powwows,
memorials) on a 4-point scale (not at all, a little, some, a lot). Higher scores indicated
greater involvement in traditional activities. Substance use was measured by items from
the Diagnostic Interview Schedule (DIS-IV). One consideration for these findings is that
more traditional youth experience more acculturation stress and manage this stress
through substance use.
Similar results were found in a survey of 9th- through 12th-grade Native American
students attending a number of rural schools that serve Indian reservations in Wisconsin
and Minnesota with results indicating that attendance at cultural events was correlated
with increased use of marijuana , cigarette, and alcohol use (Petoskey et al., 1998) .
Results were based on a student survey designed to examine substance use, school
bonding, and the relationship between cultural affiliation and substance use. Cultural
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affiliation was measured through three items on the student survey designed to assess
importance of cultural identity, attendance at cultural events, and participations in tribal
ceremonies. In addition to the possibility that increased acculturation stress may be a
significant factor in these results, it is difficult to make firm conclusions about cultural
affiliation based on three items designed to assess this aspect of culture.
Finally, based on a survey of 189 fifth- through eighth- grade Native American
youths residing on a Midwest Indian reservation, participation in traditional activities
was positively associated with gang involvement (Whitbeck, Hoyt, Chen, & Stubben,
2002). Traditional activities were assessed on a three-dimensional scale: (a) attendance
and participation in powwows, (b) knowledge and fluency of tribal language, and ( c)
participation in traditional activities (beading, spear fishing, hunting , ricing, berrying,
making powwow outfits, etc .) Gang involvement was measured on a 4-item scale (Has
anyone ever asked you to join a gang? Have you ever gone through a gang initiation? Are
any of your friends members of a gang? Are you a member of a gang?). Gang
involvement was indicated by a "yes" response to any of the four questions.
Methodological problems may have impacted these results with gang involvement based
on weak criteria. For example, although a child may have declined the request to join a
gang, the mere request places this child in the category of gang involved.
A fourth study found that traditional values did not contribute significantly to
outcome (health and psychopathological behaviors) for Native American youth (Fisher,
Storch, & Bacon , 1999). Subjects in this study included 112 Native American youth in
Grades 7, 9, and 11. Adherence to traditional cultural practices was measured through
the Adolescent Health Survey' s Traditional Values subscale as well as a researcher
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generated questionnaire that was designed with guidance from a tribal social worker.
Health and psychopathological behavior was measured with the Adolescent Health
Survey, the Achenbach YSR and the Achenbach Teacher Rating Scale.
Thus, research and opinion on the role of culture as a protective factor is
conflicting. As such, additional research on the impact of risk and protective factors,
including cultural identity and cultural involvement, on psychological outcome within a
Native American population is warranted. Such information is vital in developing
culturally appropriate prevention and intervention programs that best fit the most salient
mental health needs of the population to be served at the individual, family, and
community level.

Summary

In summary, psychological disorders in adolescents are a serious mental health

concern with both immediate and long-term negative effects. High rates of exposure to
risk factors such as conflicted family relations, abuse, poverty, and poor peer relations ,
may put Native American adolescents at increased risk for the development of
psychological problems and disorders. Protective factors , however, both cultural and
familial, may serve to moderate the effects of risk factor exposure. An increased
understanding of the combined impact of exposure to risk and protective factors on
psychological well-being is needed to better understand Native American adolescents.
Further, studying these factors over time is important in understanding the temporal
relationship among environmental risk and protective factors and psychological disorder
symptoms. Understanding these relations is vital to understanding the etiology of

52

psychopathology in Native American children and adolescents. This knowledge is
necessary for the development of appropriate early intervention and prevention programs
to promote competence in at-risk Native American children and families through
decreasing the number of risk factors that children are exposed to while increasing the
availability of protective factors.

Purpose and Objectives

The purpose of the study is to gain a better understanding of psychological
disorder symptoms in N ative American youth . The objective is to answer the following
questions :
1. What are the rates of depression, anxiety, conduct disorder , and substance
related symptoms /disorder s in the sample of Native American youth as measured by the
YSR and the Substance Abu se Subtle Screening Inventory - Adolescent 2 (SASSI-A2)
and how do these rates compare to the rates identified in the current literature for the
general population of adolescents ?
2. What are the cross-sectional relationships between environmental risk,
protective, and cultural factors within several general areas (parenting practices , family
relations , life events, school factors , peer factors , cultural identity, and cultural practices)
and psychological disorder symptoms among Native American youth?
3. What is the relationship among environmental risk, protective factors, and
cultural factors and psychological disorder symptoms within a sample of Native
American youth over time?

53
CHAPTERIII
METHODS

Population and Sample

The participants for the study were 121 Native American youth in Grades 7
through 12 from a small community within a Northern Plains Indian Reservation in
Montana . The subjects ranged in age from 12-19 (M= 15.28, SD= 1.91), with a gender
breakdown of 61 males (50.4%) and 60 females (49 .6%). A description of the sample is
presented in Table 1 in terms of frequencies and percentages for the categorical
background variables in the current study .
The sample was approximately evenly split between males (50.4%) and females
(49.6%) . There was adequate representation from each grade (7 th through 12th ) , with
students from each grade composing between 13.2% (9 th graders and 12u,graders) and
22 .3% (8 th graders) of the sample . Less than half of the sample (40 .5%) had divorced or
separated parents . The most common individuals in the home were mother (76.9%) and
father (62.0%), with grandmothers (24 .0%) and "other" individuals (29.8%) also
common. The most common form of income for the family was a mother working full
time (47 .1%), followed by a father working full time (34 .7%). Other common sources of
income included "other " support (28.9%) and food stamps (27.3%). In terms of
academic grades, with many students checking more than one item, most students
indicated that they received mostly Cs (63.6%) or mostly Bs (51.2%).
This population was chosen for three reasons: (a) the population was of particular
interest to the researchers conducting the data collection, (b) the willingness of the school
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Table 1
Descriptive Statistics for Categorical Sample Time I Background Characteristics for the
Main Sample (N = 12 I)
Characteristics

Frequency

Percentage

Gender
Male
Female

61
60

50.4
49 .6

Grade
7
8
9
10
11
12

24
27
16
17
21
16

19.8
22.3
13.2
14.0
17.4
13.2

Parents divorced or separated

49

40.5

Presence of individuals in the house
Mother
Father
Step-parent
Grandmother
Grandfather
Other

93
75
11
29
18
36

76.9
62.0
9. 1
24 .0
14.9
29.8

57
18
16
42
22
20
19

Family support
Mother works full-time
Mother works part-time
Mother works seasonally
Father works full-time
Father works part-time
Father works seasonally
TANF /welfare received
General assistance
Food stamps
Other support

33
35

47 .1
14.9
13.2
34.7
18.2
16.5
15.7
2.5
27.3
28.9

Grades
Mostly As
Mostly Bs
Mostly Cs
Mostly Ds
Mostly Fs

16
62
77
25
7

13.2
51.2
63.6
20.7
5.8

3
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officials and community members to participate, and ( c) the information obtained was
intended to guide the planning of culturally appropriate prevention and intervention
services on this Northern Plains Indian Reservation.

Instruments

Youth Self-Report
The YSR is a 119-item self-report inventory designed for the assessment of
broadband internalizing and externalizing problems in children and adolescents from 1118 years of age (Achenbach & Rescorla, 2001 ). Youth completing the inventory are
asked to rate the degre e to which they exhibit a number of behaviors on a 3-point rating
scale (0

=

not tru e; 1 = somewhat or som etimes true; or 2 = very true or often true). Most

adolescents complete the inventory in an average of 15-20 minutes. Raw scores are
converted to T scores with T scores between 65 and 69 denoting "borderline clinically
significant" range of problems and T scores of 70 or greater indicating "clinically
significant" problems . The obtained ratings are plotted on separate behavior profiles that
includes three general areas of problem behavior (total problems, broad-band
internalizing problems , and broad-band externalizing problems), as well as syndrome
scales comprised of eight specific problem behavior areas (anxious/depressed,
withdrawn/depressed,

somatic complaints , social problems, thought problems, attention

problems, rule-breaking behavior, and aggressive behavior). A third behavior profile
includes DSM-Oriented Scales (affective problems, anxiety problems, somatic problems,
attention deficit/hyperactivity

problems, oppositional defiant problems, and conduct

problems). The focus of the current study will be limited to three DSM-oriented scales:
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affective problems, anxiety problems, and conduct problems . The decision to use the
DSM-oriented scales, as opposed to the syndrome scales, was to allow for consistency in
terminology with all assessments yielding DSM-oriented score (affective problems or
depression, anxiety, conduct disorder, and substance abuse/dependence). As
recommended by the author, T scores of 70 or above will be used to identify clinically
significant problem areas.
The YSR manual reports an internal consistency reliability coefficient of .95,
based on total problems score, and alphas for the DSM-oriented scales that are the focus
of this study consisting of .67 for anxiety, .81 for affective problems, and .83 for conduct
disorder. Mean test-retest reliability of the YSR was .79 for the DSM-oriented scales.
Stability of scale scores, over a 7-month interval, ranged from .34 - .59 for the DSMoriented scales. Evidence of content and criterion-related validity of the YSR is
supported through findings indicating significant discrimination between referred and
nonreferred children (p < .01) . The YSR was normed on a sample representative of the
U.S . population. However , Native American children and adolescent representation in
the normative sample is uncertain based on information provided in the YSR manual.

Substance Abuse Subtle Screening
Inventory-Adolescent 2
The Substance Abuse Subtle Screening Inventory-Adolescent

2 (SASSI-A2) is a

100-item self-report measure designed to screen for substance use disorders in
adolescents aged 12-18 (Miller, 2001 ). The time required to complete the measure is
approximately 15 minutes. Adolescents completing the measure are asked to respond to
a series of 28 questions regarding various experiences and consequences of substance use
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on a 4-point rating scale (0

=

never, 1= once or twice, 2 = several times,; or 3 =

repeatedly). Adolescents are also asked an additional 72 true-false questions that appear
unrelated to substance use and are designed to help identify adolescents who are denying
or attempting to conceal the extent of their substance abuse . The SASSI-A2 is comprised
of nine subscales: face valid alcohol, face valid other drug, family-friend risk, attitudes,
symptoms, obvious attributes , subtle attributes, defensiveness, and a supplemental
addiction measure.
Additional information is gained from three additional subscales : correctional,
validity check, and secondary classification. The obtained raw scores from the nine
scales are assessed individually or in combination to determine if they meet the criteria
for the nine decision rules used to determine the probability of having a substance use
disorder (abuse or dependence). Meeting the criteria for one or more of the nine decision
rules indicates a high probability of having a substance use disorder. Scores from the
secondary classification subscale are then used to distinguish between substance abuse
versus dependence , with higher scores indicating that substance dependence is more
probable (SCS 16 or more) and lower scores more indicative of substance abuse (SCS 15
or less). Failure to meet the criteria for any of the nine decision rules is indicative of a
low probability of a substance use disorder. This scoring procedure was followed in the
current study. Scores indicating high probability of substance abuse or substance
depen_dence will be used to identify clinically significant problem areas. For clarification
of the scoring procedure , a copy of the SASSI-A2 is included in Appendix C.
The SASSI-A2 manual reports a test-retest reliability coefficient of .89 after a 2week period with subscale coefficients ranging from .81 to .92. Validity studies by the
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author (Miller & Lazowski, 2001) indicate that the SASSI-A2 correlates highly with
clinician diagnosis of substance-related disorder based on DSM-IV (APA, 2000)
diagnostic criteria, with an overall accuracy rate of 94%. The SASSI-A2 was developed
and cross-validated with a sample of 1,244 adolescents from juvenile correction
programs, psychiatric inpatient programs, outpatient behavioral health programs , and
addiction treatment centers. The normative sample consisted of 856 adolescents drawn
from school settings and community youth programs. Native American adolescents were
represented in the normative sample (9.6%).

Biodemographic Questionnaire
Env ironmental risk factors associated with the development and/or maintenance
of chiidhood psychoiogicai disorders are primarily related nonbiological familial factors,
school variables, peer relations , or chronic life stressors (poverty , single-parent
household, parental substance use, etc.). A review of available measures designed to
assess life stress experienced was conducted. However , a measure that includes the
major life stressors identified as environmental risk factors for those childhood
psychological disorders that are the focus of this study was not located. Therefore, a
questionnaire was developed by the Juvenile Justice Planning Department staff for use in
the present study. In designing the questionnaire, several factors were considered and are
described as follows.
First, a comprehensive list of environmental risk factors associated with the four
psychological disorders of interest was identified (Total= 91, depression= 28, anxiety=
6, conduct disorder= 29, and substance use= 28) and are presented in Table 2. The
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Table 2

Identification of Environmental Risk Factors

General area/risk factor
Parenting practices
Permissive parental attitude toward drug/alcohol use
Low aspirations and expectations
Permissive /unclear expectation s
Poor parental supervision
Harsh/severe discipline
Inconsistent discipline
Authoritarian/controlling
Cold/hostile
Permissive mother
Poor parental supervision
Strict father/physical puni shme nt
Authoritarian/controlling
Discipline: harsh/severe /inconsistent
Lack of parental involvement
Hostile/rejecting
Parental restriction s/control
Parental overinvolvement /overprotection
N ega tive/critical/ detached /puniti vela ngry /belittling
/emotionally abusive
Lack of matemai affection
Lack of paren tal involvement
Controlling/dominant parenting
Rejection/cold /hostile
Discipline: severe/punitive /restrictive
Affection contingent on achiev ing high standards
Parent-child relation ship
Underresponsive /underprotective
Parent/child conflict/poor quality relationship
Lack of warmth/affection
Physical abuse /neglect
Abuse /neglect
Conflict with parents
Parental relationship
Parental conflict
Parental divorce/separation
Marital discord
Family disruption-divorce /separation
Family relationship
Lack of family cohesion
Family conflict
Family disruption/chaos
Family disorganization
Family discord
Decreased family support
Hostile/conflictual environment
Chaos
Lack of family activities together

Depression

Anxiety

Conduct
disorder

Substance
abuse

X
X
X
X

X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

X
X
X
X
X
X

X
X

X
X

X
X

X
X
X
X

X
X
X
X
X
(table continues)
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Genera l area/risk factor
Life events
Negative life experiences
Family modeling of drug use by parents/sibling
Psychosocial stress
Growing up in fatherless home
Low SES/unemployment
Parental alcoholism
Parental criminal behavior
Parental psychopathology
Social isolation (family)
Depression in mother
Sexual abuse
Day-to-day hassles
Major life crises
Parental anxiety
Stressful life events
Feeling lack of control over life
Parental stress of fear of future negative outcomes for
current activities
Increased family stressors-negative life events
Chronic strain
Unemployment
Single-parent hou sehold
Low SES
Daily hassles
Substance abuse in family
School factors
Underachievement/poor school performance
Low commitment to school
Underach ievement
School is course of frustration (little success)
Peer /teacher rejection
Lower academic achievement
Less positive relation ships with teachers
Peer factors
Peer use of substances
Attitudes and behavior that encourages use
Association with delinquent peers
Decreased social support
Social isolation
Peer rejection
Contextual
Increased availability of substances
Patterns of use in community
Social acceptability of use
Neighborhood-disorganized
Neighborhood-high population/density
Neighborhood-high residential mobility
Neighborhood-lowcohesion
Neighborhood overcrowding
Substandard housing

Depression

Anxiety

Conduct
disorder

Substance
abuse

X

X
X

X
X
X
X

X
X
X
X

X
X
X
X
X
X
X
X

X
X

X
X
X
X
X

X
X
X
X

X
X
X
X
X
X
X

X
X
X
X
X
X
X
X

X
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identified risk factors were then reworded for internal consistency (e.g., "parental
restriction/control" and "controlling/dominant parenting" were reworded to
"authoritarian/controlling").

The list was then refined to identify the most common risk

factors across the four disorders and to ensure that all disorders were represented . With
few environmental risk factors identified for anxiety (5), after combining "parental stress
or fear of future negative outcomes for current activities" with "parental anxiety," this
disorder was not equally represented with five items total.
Through this process , 24 environmental risk factors were identified within the
areas of parenting practices, parent-child relationship, parental relationship, family
relationship, life events, school factors , and peer factors . Because many risk factors are
associated with more than one form of psychopathology , item overlap exists. Of the 24
items, 15 were identified as environmental risk factors for depression , 5 for anxiety, 14
for conduct disorder, and 15 for substance related disorder. Questions based on these 24
items were then developed . Twenty questions were designed to assess level ofrisk factor
exposure on a 4-point scale (0 = Not True, 1 = Seldom True, 2 = Sometimes True, or 3 =

Very True I Ojien True). A 4-point scale was chosen to allow more specificity as to the
estimated level of risk. The remaining four questions were included in the demographics
portion of the questionnaire to assess for the following risk factors: parental
divorce/separation, single-parent household (based on the adults living in the home),
poverty ( estimated based on sources of family income), and poor school performance
(based on typical academic grades). The final list of risk factors is presented in Table 3.
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Table 3
Risk Factors Selected for Biodemographic Questionnaire

General area/risk factor

Depression

Anxiety

Conduct
disorder

Substance
abuse

X
X
X

X
X
X
X

Parenting practice
Poor parental supervision
Harsh/severe discipline
Authoritarian/controlling
Parental overinvolvement/overprotection
Rejecting/cold/hostile

X

X

Parent-child relationship
U nderresponsive /underprotecti ve
Conflictual/poor quality relationship

X

X

Parental relationship
Parental conflict
Parental divorce /separat ion

X

X
X

X
X

X

X
X
X

Fami ly relationship
Lack of socia l support within family
Family conflict
Family disorganization/chaos
Life events
Adverse life experiences /events /crises
Drug/alcohol use by parents /sibling s
Unemployment/poverty /financial difficultie s
Single-parent household
Parental anxiety
Feeling lack of control over life
School factors
Poor school performance
Low commitment to school
Less positive relationship with teachers
Peer factors
Peer use of drugs /alcohol
Assoc iation with delinquent peers
Social iso lation/peer rejection

X
X

X
X

X

X

X
X

X
X
X
X

X

X
X
X

X
X

X

X

X
X

X

X

X
X

X
X
X

Second, a literature review was conducted to identify environmental protective
factors associated with the four psychological disorders. Temperament and resilience
were the protective factors most frequently reported, however these factors are more
intrapersonal/biological/genetic in nature . Specific to environmentally based protective
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factors, most factors noted were related to positive parenting practices and a positive
parent-child relationship. Research suggests that risk and protective factors may be
conceptualized as representing opposite ends of a continuum (Fisher et al., 1999).
Information gathered during the literature review of environmental risk and protective
factors certainly supports this conceptualization . For example, poor parenting practices
and conflictual/poor quality parent -child relationship has been identified as
environmental risk factors while positive parenting practices and a positive parent-child
relationship has been identified as environmental protective factors, as noted above. As
such, the environmental risk factors chosen for inclusion were then reworded to indicate
protective factors and assess level of exposure on the same 4-point scale. For example,
to assess authoritarian/controllin g parenting, on the risk end of the continuum is the
question, "My parents tell me what to do rather than letting me make decisions for
myself " Reworded for inclusion as a protective factor is, "Rather than telling me what
to do, my parents guide me in making decisions for myself " The list of questions
designed to measure risk and protective factors is presented in Table 4.
Finally, eight additional questions were developed to assess cultural factors ,
including cultural identity and participation in tribal traditional practices or ceremonies,
on a 4-point scale. These questions were developed, in part, based on input from a group
of four tribal elders knowledgeable about tribal culture and traditional practices and
designed to evaluate level of traditionalism to determine the impact of cultural factors on
risk factor exposure and mental health status . Thus, the questionnaire consisted of 20
risk items, 20 protective items, 4 risk/protective items (included on the demographic
portion of the questionnaire) , and the 8 cultural items.
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Table 4

Risk and Protective Factors
Risk question/Protective question

Risk factor
Poor parental supervision

R
P

Harsh/severe punishment

R
P

Authoritarian/controlling

R
P

Parental overinvolvement/overprotective

R
P

Rejective/cold/hostile
Underresponsive /underprotective

R
P
R
P

Confl ictual/poor quality relationship
Abuse /neblect/maltreatment

R
P
F

My parents generally let me come and go as I please.
When not at home , my parents want to know where I am and
who I'm with.
When my parents discipline me, the punishment often seems
too severe.
When I'm in trouble , my parents are pretty consistent and
fair in my punishment
My parents tell me what to do rather than letting me make
decisions for myself.
Rather than telling me what to do, my parent s guide me in
making decisions for myself.
My parents seem too involved in my life and always worried
about my safety.
My parents are involved in my life, concerned about my
safety, but not to the point where it becomes irritating.
My parents seem distant and not very affectionate.
My parents are very wann and caring toward me.
I feel unable to count on my parents to protect me from
being hurt or harmed .
My parents do their best to protect me from being hurt or
iianne<l.
My relationship with my parents is not very good.
I'm very close to my mom and/or dad.
Being hit, punched, or kicked very hard at home.

p
Parental conflict
Parental divorce/separation
Lack of social support within family

Fam ily conflict

R
P
R
p
R
P
R
P

Family disorganizatio n/chaos

R
P

Adverse life experiences /events/crises

R
P

My parents argue a lot and seem to not get along very well.
My parents seem to get along well with each other.
My parents are divorced or separated.
I am unable to go to my family with my problems or
feelings.
My family is very supportive of me. I feel like I can go to
them with my problems.
There is a lot of arguing and fighting between my family
members .
Other than minor disagreements , my family seems to get
along well.
My home life is chaotic. Everyone seems to be doing their
own thing.
My home life is pretty well organized and I know what to
expect from day to day.
I've had a lot of negative experiences in life.
Other than minor negative experiences my life has been
good.

(table continues)
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Risk question/Protective question

Risk factor
Drug/alcohol use by parents /siblings

R
P

Unemployment/poverty /financial difficulties
Single-parent household

R
P
R

Parental anxiety

R

My mom and/or dad uses drugs or alcohol.
My parents do not tolerate drug or alcohol use in our home
or family.
My family is supported by the following ...
Financially, my family seems to do okay.
The following adults live in my home ...

p
My mom or dad often seems anxious , nervous, or worried.

p
Feeling lack of control over life
Poor school performance
Low commitment to school

Less positive relationship with teachers
Peer use of drugs /alcohol
Associating with delinquent peers

R
P
R
p
R
P
R
P
R
P
R
P

Social isolation /peer rejection

R
P

I feel like I have little control over my life.
The quality of my life depends largely on choices I make.
My grades are mostly ...
School is not very important to me. I often think about
quitting .
Graduating from high school is important to me.
My relationship with my teachers is not very good .
I feel like my teachers care about my education.
My close friends use drugs and/or alcohol.
My close friends are against using drugs and/or alcohol.
My close friends get into physical fights or have been in
trouble with the law.
My close friends can be described as good kids who do not
get into trouble .
I don 't have many friends and spend most of my time alone .
I spend a lot of my free tim e with friends.

A panel of professionals with experience in Native American mental health and
culture were asked to evaluate the content validity of the 61-item questionnaire, including
four Native American doctoral level psychologists who work in academia and/or clinical
practice and two Native American doctoral and masters level social service providers
who work primarily with Native Americans. An e-mail was sent to each psychologist,
briefly explaining the nature of the research: to evaluate the relationship between risk and
protective factors on psychological disorder symptoms with particular emphasis on
depression, anxiety, conduct disorder, and substance use. Also explained was the desire
to evaluate the associated effect of cultural factors as well. Input was requested with a
response time frame of two weeks. A copy of the proposed questionnaire was
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electronically attached. Three psychologists failed to respond to the request while the
fourth provided a verbal response indicating no perceived areas of concern. A verbal
request for input was provided to the social service providers, along with a copy of the
proposed questionnaire . Feedback was provided by the social service providers with
additional questions recommended to assess a broader range of cultural factors. Based
on their recommendations , five additional cultural factors were added for a total of 13
culturally based questions :
1. My family is religious or spiritual.
2. My family follows our tribal traditions .
3. Extended family members (grandparents , uncles, aunts) have taken part in
my upbringing .
4. My family participates in cultural activities (pow wow , sundance, sweats,
stick game, ceremonies) .
5. I am proud of my Indian ancestry.
6. When someone in my family is sick or has a problem, we see a medicine
person for help.
7. My parents or grandparents speak our traditional language in my home.
8. I can name at least 4 events in tribal history that were of significance to us.
9. I have an Indian name.
10. I value my tribal traditional ways.
11. I have elders in my family that I can visit with to hear traditional stories.
12. My family belongs to a society.
13. I have respect for our traditional ways, for other people, and for life.
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In addition to the cultural items, the risk items, and the protective items from the
life events scale, the final questionnaire also included four demographic questions to
assess for risk or protective factors related to parental marital status, single-parent status,
estimated financial status, and grades. A copy of the Biodemographic Questionnaire is
located in Appendix D . In total, there were 24 risk items, 24 protective items, and 13
cultural items. Points were scored within each area to yield a risk, protective, and
cultural index score. In addition , subscales were created for the risk, protection, and
cultural areas , and the number of items on the scales are shown in Table 5.

Table 5

Final Risk, Protection, and Cultural Indi ces
Area

Scale

Number of items

Risk

Parenting practices
Family relationships
Life events
School factors
Peer factors
Total risk

5
7
6
3
3
24

Protection

Parenting practices
Family relationships
Life events
School factors
Peer factors
Total protection

5
7
6
3
3
24

Cultural

Cultural Identity
Cultural practices
Total cultural

6
8
13
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Procedures

Data was collected by this Northern Plains Tribe 's Juvenile Justice Planning
Department (JJPD) as part of a youth mental health needs assessment to support various
grant applications submitted by the department administrators. Approval to conduct this
research was granted by the Tribal Council , as well as the superintendent of schools and
principal on this Northern Plains Indian Reservation. The extant data set was made
available to this researcher. Letters authorizing the use of the data are located in
Appendix A The project was submitted for review to the Institutional Review Board
(IRB) of Utah State Universit y for approval under exempt status due to the use of extant
data . A letter of approval from USU is located in Appendix B.
With approval to conduct the study , consent forms were mailed to the parent or
guardian of all students in Grad es 7 through 12 two weeks prior to the scheduled date of
testing . Parents were informed of the purpose of testing and advised that they could
withdraw their child from participation in the study by signing and returning the form to
the school , or by verbally notifying either the school or Juvenile Justice Planning
Department staff.
Data collection was conducted in two phases. Phase one of testing was completed
in May, 2004. Data collection was conducted within all six grade levels by three Tribal
employees over two class periods , with each employee testing one grade level per class
period. The student data collection procedure consisted of administering a packet of
three self-report measures in random order: the YSR SASSI-A2, and the
Biodemographic Questionnaire. To increase participant anonymity, students were

69
advised to provide their date of birth but not their name on the self-report measures.
Upon completion of the testing packet, students received $5 for their participation and
were asked to place a check mark by their name on a master list of 7th - through 12th -grade
students currently enrolled in school. This method was designed to help assist in
identifying those students who qualify for phase two of testing. During phase one, data
was collected from a total of 87 students (4 7 male and 40 female) from a target
population of 105 students for a response rate of approximately 83% .
Phase two of testing was conducted in March, 2006; 22 months after the first
phase of data collection . The elapsed time between testing periods was longer than
anticipated due to administrative changes within the Tribal government and school
district. The consent/parental notification process was completed as previously outlined.
One family chose not to participate. Data collection was conducted with the six grade
levels by six Tribal employees over one class period, with each employee testing one
grade level during one class period . Again, the student data collection procedure
consisted of administering a packet of the three self-report measures in random order,
with students advised to provide their date of birth but not their name on the self-report
measures. Once again, upon completion of the testing packet , students were awarded $5
for their participation and were asked to place a check mark by their name on a master
list of 7th - through 12th -grade students currently enrolled in school. This method was
designed to help assist in identifying those students who participated in both testing
phases through cross reference by date of birth. In addition, a letter requesting
participation was mailed to all youth (26 total) who had participated in phase one of data
collection and had graduated within the two previous years (2004 and 2005). Former
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students were advised that they could complete the testing packet at any time during
school hours within the following two weeks, and that they would be awarded $10 for
their participation. Through this process, one female student, a graduate of 2004,
completed the packet. During phase two, data was collected from a total of 74 students
(36 male and 38 female) from a target population of 121 youth (95 school age and 26
graduates) for a response rate of 61 % (77% from school age and 4% from graduates). Of
this total, data from a total of 40 students (22 male and 18 female) from a target
population of 87 students qualified as retest data based on their participation in both
phases of data collection for a response rate of 46% , thus comprising the longitudinal
sample. The additional 34 students (14 male and 20 female) were included among the
data collected during phase one (87 students) for a to tal of 121 students in the cross
sectional sample. A description of the longitudinal sample in terms of grade and gender
presented in Table 6.

Table 6

Grade and Gender Breakdown for the Longitudinal Sample (n = 40)
Grade
9

10
11

12
Graduate

Male

Female

Total

% of sample

7
3
4

5
5
4
3
1

12

30.0
20.0
20.0
27.5
2.5

8

0

8

8
11

1

71

CHAPTERIV
RESULTS

Analysis Plan
Data analyses were guided by the three research questions for the present study.
First, descriptive statistics were calculated for all study variables including frequencies
and percentages for gender, grade level, parents' marital status, presence of various
individuals in the home, sources of family income, and typical academic grades. Ranges,
means, standard deviations , and internal consistency reliability coefficients are provided
for the risk index, protective index, cultural index, and subscales.
The first research question of the current study was : What are the rates of
depression, anxiety, conduct disorder , and substance-related symptoms/disorders in the
sample of Native American youth as measured by the YSR and the SASSI-A2, and how
do these rates compare to the rates identified in the current literature for the general
population of adolescents? To address this question, Time 1 data from the main sample
(N = 121) was employed, and frequencies and percentages were calculated for group

membership for depression, anxiety, and conduct disorder (normal, borderline, and
clinical), as well as substance abuse (no diagnosis, substance abuse disorder, and
substance dependence disorder) . In addition, Time 1 data from the main sample (N =
121) was examined, and comparisons were made between the percentage of the general
population of adolescents reported in the clinically significant range for depression,
anxiety, conduct disorder, and substance dependence, and the corresponding percentages
for the current sample.
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The second research question was: What are the cross-sectional relationships
between environmental risk, protective, and cultural factors within several general areas
(parenting practices, family relations, life events, school factors, peer factors, cultural
identity, and cultural practices) and psychological disorder symptoms among Native
American youth? In order to address this question , four multiple regression analyses
were performed with the depression, anxiety, and conduct disorder scores from the YSR
and the symptoms scale from the SASSI-A2 serving as the outcome variables . Time 1
data from the main sample (N = 121) was employed for these analyses. The predictor
variables were scores on the risk, protection, and cultural indices.
The third research question was: What is the relationship among environmental
risk, protecti ve factor s, and cultural factors and psychological disorder symptoms within
a sample of Native American youth over time? To address this question, only those
respondents assessed at both Time 1 and Time 2 (the longitudinal sample, n = 40) were
included . In these analyses, Time 2 scores on the four psychological disorder scales
served as the dependent variables, Time 1 scores were entered as a control in the first
block of the regression analysis, and the overall risk, protective, and cultural index scores
from Time 1 were included in the second block. In this way, the ability of Time 1 risk,
protection, and cultural factors to predict Time 2 psychological problems was examined.
Table 7 contains descriptive statistics for the total risk factor index, the total
protective factor index, and the total cultural factor index, as well as for the risk,
protection, and cultural subscales at Time 1 for the main sample. For the overall indices,
all three scales had adequate internal consistency reliability coefficients ranging from
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Table 7

Descriptive Statistics.for Risk, Protection, and Cultural Factor Indices at Time 1for the
Main Sample (N = 121)

Factor

Number
of items

Min.

Max.

Mean

SD

(l

Risk index
Parenting practices
Family relations
Life events
School factors
Peer factors

24
5
7
6
3
3

5
0
0
0
0
0

47
12
19
12
6
8

21 .97
6.09
5.58
5.38
1.48
3.44

9.43
2.70
4.12
2.95
1.33
2.12

.81
.43
.70
.51
.32
.44

Protective index
Parenting practices
Family relations
Life events
School factors
Peer factors

24
5
7
6
3
3

10
0
0
4
2

63
15
19
14
7
9

49.34
11.60
15.31
11.12
6.09
5.21

8.53
2.92
3.68
2.28
104
1.86

.82
.64

Cultural index
Cultural identity
Cultural practices

13
5
8

8
5

38
15
23

.7.559
11.25
14.34

6 99
2.87
4.99

I

3

.77
.44
.30
.35

_78
.56
.71

.78 - .82 (risk, .81; protection , .82; cultural, .78). Several ofthe subscales, however, had
relatively low internal consistency reliability (coefficient alphas ranging from .30-.78) .
This is due, at least in part, to the fact that several of these indices are composed of as
few as three items. Table 8 shows the correlations among the risk, protective, and
cultural indices and subscales. All of the risk factor sub scales were moderately to highly
correlated with the total risk index (r

= .52 to .87), and all but two of the correlations

among the risk subscales were statistically significant. For the protective factors, only
the peer subscale was not significantly correlated with the total protective index, and all
but two of the correlations among the protective sub scales were not statistically

Table 8

Correlations Among Risk, Protection, and Cultural Factor Indices at Time 1 for the Main Sample (N = 121)
Factor indices
Risk
1.
2.
3.
4.
5.
6.

Total
Prenting practices
Family relations
Life events
School factors
Peer factors

Protective
7 . Total
8. Parenting practices
9. Family relations
10. Life events
11. School factors
12. Peer factors
Culhrral
13. Total
14. Culhrral identity
15. Culh1ral practices

7.

8.

9.

10.

11.

-.37

.82
.87
.74
.41
.46

.64
.45
.22
.24

.54
.30
.16

.22
.28

.09

.02
.02
.01

.40
.42
.32

.23
.34
.13

.35
.38
.27

.38
.35
.33

.08
.04
.10

1.

2.

3.

4.

5.

.61
.87
.82
.52
.53

.35
.40
.20
.06

.6 1
.42
.35

.32
.37

.16

-.45
-.35
-.51
-.25
-.25
- 04

-.05
-.10
- 09
.02
-.04
.08

-.5 i
-.41
-.63
-.29
-.26
.06

-.36
-.25
-.40
-.26
-.20
- 02

-.17
-.14
-.18
-.03
-.31
-.02

-.33
-.21
-.25
-.22

.05
-.05

.14
.08
.15

-.05
-.13
.0 1

.03
- 06
.08

.09
- 03
.14

.10
Note. Correlations of .18 or greater in absolute value are statistically significant (p < .05).

6.

-. 1I

12.

.28
.21
.28

13.

.80
.94

14.

15.

.55

--...:i
~

75
significant. The two cultural subscales were highly correlated with the total cultural
index and moderately correlated with each other.
Descriptive statistics for the four symptom scales at Time 1 are shown in Table 9,
and the correlations between these scales are shown in Table 10. The four symptom
scales were all positively correlated with each other (rs ranging from .32-66) .

Research Questions

Research Question 1
The first research question of the current study was : What are the rates of
depress ion, anxiety, conduct disorder, and substance related symptoms/disorders in the

Table 9

Descriptive Statistics for YSR and SASS! Scales at nme 1 for the Main Sample (N = 121)
Scales
Depression symptoms
Anxiety symptoms
Conduct disorder symptoms
Substance symptoms

Minimum

Maximum

85
72
89
9

50
50
50
0

Mean
55.47
54.35
57 .73
2.75

SD
7.46
6.36
8.13
2.31

Table 10

Correlations Among the Four Symptom Scales at Time 1 for the Main Sample (N = 121)

1.
2.
3.
4.

Scales

1.

2.

3.

Depression symptoms
Anxiety symptoms
Conduct disorder symptoms
Substance symptoms

.63
.66
.51

.4 7
.32

.52

Note. All correlations are statistically significant at p < .0005 .

4.
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sample of Native American youth as measured by the YSR and the SASSI-A2 , and how
do these rates compare to the rates identified in the current literature for the general
population of adolescents? Time 1 data from the main sample (N = 121) was employed.
Table 11 contains the frequencies and percentages for group membership on the YSR's
depression, anxiety, and conduct disorder scales as well as the SASSI-A2 substance
symptoms scale based on normative data.
The final column of Table 11 contains the percentages in each category for
depression, anxiety, conduct disorder, and substance dependence in the general
population of adolescents from recent literature. For clinically significant depression ,
estimates range from 2-8%, making the percentage of 5.8% in the current study within
the expected range. Similarly, for clinically significant anxiety, estimates from the
literature range from 2-8% and again the percentage from the current sample of 5.8%
within the expected range . For conduct disorder , however , the percentage in the current
sample was 10.7%, which is higher than estimates in the literature that ranged from 29% . Similarly, for substance dependence , estimates in the general population have
ranged from 6-10%, while the percentage in the current sample was 15.7%.

Research Question 2
The second research question was : What are the cross-sectional relationships
between environmental risk, protective , and cultural factors within several general areas
(parenting practices , family relations, life events, school factors , peer factors, cultural
identity, and cultural practices) and psychological symptoms among Native American
youth? Using the Time 1 data from the main sample (N= 121), correlations were
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Table 11

Group Membership on YSR and SASS! Scales at Time I for the Main Sample (N = 121)

Scales

Frequency

Percentage

YSR depression
Normal
Borderline
Clinical

107
7
7

88.4
5.8
5.8

YSR anxiety
Normal
Borderline
Clinical

107
7
7

88.4
5.8
5.8

97
13

80.2
9.1
10.7

62
40
19

51.2
33.1
15. 7

YSR conduct disorder
Normal
Borderline
Clinical
SASSI-A2
No diagnosis
Substance abuse disorder
Substance dependent disorder

11

Previous
estimates

6-10% d

"Kazdin & Marciano (2006), Mufson & Moreau (1997), Reyhnolds (1990b ); bHagopian
& Ollendick (1997); cDadds et al. (1997), Frick (1998), Merrell (2003), Prinz & Connell
(1997), Webster-Stratton (2000) ; dNewcomb & Richardson (2000) .

initially computed between the risk, protective, and cultural indices and subscales and the
four symptom scales, as shown in Table 12. All six of the risk scores (the total index and
the five subscales) were positively correlated with all four of the symptom scales (r =
.22-.55). The protective indices tended to be negatively correlated with the symptom
scales with the exception of anxiety symptoms; no protection index was correlated with
anxiety. In addition, the correlations between the protective indices and the symptoms
tended to be lower than the correlations between the risk indices and the symptoms.
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Table 12

Correlations Between Risk, Protective, and Cultural Indices and the Four Symptom
Scales at Time I for the Main Sample (N = 121)

Depression
symptoms

Anxiety .
symptoms

Conduct
disorder
symptoms

Substance
symptoms

Risk
Total index
Parenting practices
Family relations
Life events
School factors
Peer factors

.53***
.24**
A5***
A9***
.29**
.34***

AO***
.26**
.25**
A 1***
.27**
.22*

.55***
.31 ***
A2***
A5***
.35***
AO***

.53** *
.25**
A2***
Al***
.33***
.42***

Protection
Total index
Parenting practices
Family relations
Life events
School factors
Peer factors

-.38***
-.30***
-AO***
-.31 ***
-. 16
- 03

- 08
-.05
-.09
-.05
-.16
.02

-.38***
-.33***
-.37***
-.23*
-.27**
- 05

-36***
-.29**
-.29**
-.29**
-.14
-.22*

-.04
-.17

.02
- 05
.06

.01
-.07
.05

-.04
-.03
-.04

Indices

Cultural
Total index
Cultural identity
Cultural practices

.03

*p < .05 , ** p < .01 , *** p < .0005 .

None of the cultural index scores were significantly correlated with any of the four
symptom scales (r = -.17- .06) .
Next , four multiple regression analyses were performed with the depression,
anxiety, and conduct disorder scores from the YSR and the substance symptoms scale
from the SASSI-A2 from Time 1 serving as the outcome variables. The predictor
variables were scores on the risk, protection, and cultural indices from Time 1, entered in
one block. Table 13 shows the results of the regression analysis with YSR depression
scores as the outcome variable. Overall, the regression model was statistically

79
Table 13
Results of Regression Analysis with the Risk, Protective, and Cultural Indices as
Predictors of Depression Scores at Time 1 for the Main Sample (N = 12 J)

B

Indices
Constant
Risk index
Protective index
Cultural index

55.94
.39
-.19
.01

SEB
4.32
.07
.09
.09

~

.48
-.20
.01

t
12.93
5.63
-2.18
.14

p
<.0005
<.0005
.032
.892

significant, R 2 = .35, Adjusted R 2 = .33, F (3, 117) = 20.59, p < .0005. Two of the indices
were statistically significant: risk index scores were positively related to depression
scores,~=

.48, t = 5.63, p < .0005, and protective index scores were negatively related to

depression scores,

~

= -.20 , t = -2.18, p = 032 .

The results of the regression analysis with YSR anxiety scores as the outcome
variable are shown in Table 14. The regression model was statistically significant, R 2 =
.18, Adjusted R 2 = .16, F (3, 117) = 8. 64, p < .0005. Only the risk index score was
statistically significant,

~

= .47, t = 4.94, p < .0005. The positive~ coefficient indicates

that higher scores on the risk factor index were associated with higher anxiety scores.
Table 15 shows the results of the regression analysis with conduct disorder scores
as the outcome variable. The regression model was statistically significant, R 2 = .37,
Adjusted R 2 = .35, F (3, 117) = 22.51, p < .0005. The risk index was positively related to
conduct disorder scores,~ = .48, t = 5.80, p < .0005, _and the protective index score was
negatively related to conduct disorder scores,

~

= -.22, t = -2.42 , p = .017.
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Table 14
Results of Regression Analysis with the Risk, Protective, and Cultural Indices as
Predictors of Anxiety Scores at Time 1 for the Main Sample (N = 121)
Indices
Constant
Risk index
Protective index
Cultural index

B
44 .06
.33
.11
-.05

SEB
4.13
.07
.08
.09

~

.47
.13
-.06

t
10.67
4.94
1.26
-.61

p
<.0005
<.0005
.209
.544

Table 15
Results of Regression Analysis with the Risk, Protective, and Cultural Indices as
Predictors of Conduct Disorder Scores at Time 1 for the Main Sample (N = 121)
Indices
Constant
Risk index
Protective index
Cultural index

B
57.44
.43
-.23
.07

SEB
4.64
.07
.09
.10

~

.48
-.22
.06

p

t
12.37
5.80
-2.42
.76

<.0005
< .0005
.017
.448

A summary of the results of the regression analysis with SASSI-A2 scores as the
outcome variable is shown in Table 16. Again, the regression model was statistically
significant, R 2 = .29, Adjusted R 2 = .27, F (3, 117) = 15.83, p < .0005. Only the risk
factor index, however, was related to scores on the substance symptoms scale,
t=

~

= .44,

4.93,p < .0005.
A second set of regression analyses using Time 1 data was performed for the

second research question in which the subscales for risk, protection , and culture were
entered in place of the total scores in each of these three areas . Table 17 shows the
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Table 16

Results of Regression Analysis with the Risk, Protective, and Cultural Indices as
Predictors of Substance Symptoms Scores at Time 1 for the Main Sample (N = 121)
Indices
Constant
Risk index
Protective index
Cultural index

B

SE 8

p

2 .90
.11
-.05
.00

1.40
.02
.03
.03

.44
-.19
.01

t
2 .07
4.93
-1.91
.11

p
.040
<.0005
.058
.911

Table 17

Results of Regression Analy sis with the Risk Protective, and Cultural Subscales as
Predictors of Depression Symptom s S cores at Time 1 for the Main Sample (N = 121)
Ir.di:.:es

B

SE8

~

Constant
Risk: Parenting practices
Risk: Family relations
Risk: Life events
Risk : School factors
Risk : Peer factors
Protection : Parenting practices
Protection : Family relations
Protection : Life events
Protection: School factors
Protection : Peer factors
Cultural identity
Cultural practices

56.06
.23
.03
.57
.66
.70
-.05
-.25
-.47
.07
.42
-.36
.17

5.49
.24
.24
.27
.51
.33
.27
.27
.32
.61
.38
.26
.15

.08
.02
.23
.12
.20
-.02
-.12
-.14
.01
.10
-.14
.11

p
10.22
.93
.14
2 . 15
1.29
2 .09
-.20
-.93
-1.45
. 12
1.11
-1.35
I.I 1

.000
.354
.888
.034
.201
.039
.843
.355
. 151
.903
.269
. 178
.267

results of the regression analysis with depression symptom scores as the dependent
variable. Overall, the risk , protection, and culture subscales explained 36% of the
variance in depression scores , which was statistically significant, F(12, 108) = 5.07,p <
.0005. Individually, only the life events risk subscale,

p = .23, t = 2.15, p = .034, and the

peer factors risk subscale were statistically significant , p = .20, t

= 2.09,p = .039. This
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indicates that participants with high scores on the life events risk subscale and the peer
factors risk subscale tended to have higher depression scores .
Table 18 contains a summary of the results of the regression analysis with anxiety
symptom scores as the dependent variable . Overall, the risk, protection , and culture
subscales explained 23% of the variance in anxiety scores, which was statistically
significant, F (12 , 108) = 2.73, p = .003. The life events risk subscale was the only
statistically significant predictor , p = .33, t = 2.86, p = .005, indicating that participants
with higher scores on the life events risk scale tended to have higher anxiety scores .
The results of the regression analysis with conduct disorder symptom scores as
the dependent variable are shown in Table 19. The risk, protection , and culture subscales
explained 40% of the varianc e in conduct disorder scores, F (12, 108) = 5.90, p < .0005 .
Three of the risk factor sub scales were statistically significant: parenting practices risk,
= .20, t = 2.27 , p = .025, school risk,

p = .18, t = 2.06, p

p

= .041, and peer risk,~ = .32, t =

3 .44, p = .001. This indicates that participants with high scores on parenting practices
risk, school risk, and peer risk tended to have higher scores on the conduct disorder
symptoms scale .
The final regression analysis for the second research question employed substance
symptoms scores as the dependent variable, and the results are shown in Table 20.
Overall, 37% of the variance in substance symptoms scores were explained , F (12, 108)
= 5.29, p < .0005. School risk,

p = .21, t = 2.30, p

= .023, and peer risk,

p = .23, t = 2.39,

p = .019, were statistically significant, indicating that participants with high scores on the
school risk and peer risk subscales tended to have high substance symptoms scores.
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Table 18

Results of Regression Analysis with the Risk, Protective, and Cultural Subscales as
Predictors of Anxiety Symptoms Scores at Time 1for the Main Sample (N = 121)
Indices
Constant
Risk: Parenting practices
Risk: Family relations
Risk: Life events
Risk: School factors
Risk: Peer factors
Protection: Parenting practices
Protection: Family relations
Protection: Life events
Protection : School factors
Protection: Peer factors
Cultural identity
Cultural practices

B

SEB

47.50
.29
-.10
.7 1
.61
.48
.07
.18
.01
-.60
.30

5.13
.23
.22
.25
.48
.3 1
.25
.25
.30
.57
.35
.25
.14

-.27
.01

p
.12
-.07
.33
.13
.16
.03
.10
.02

-.10
.09
-.12
.01

t

p

9.27
1.27
-.45
2.86
1.27
1.54
.28
.70
.22
-1.04
.86
-1.12
.07

.000
.206
.651
.005
.206
. 126
.783
.486
.828
.301
391
.267
.945

Table 19

Results of Regression Analysis with the Risk, Protective, and Cultural Subscales as
Predictors of Conduct Disord er Symptoms Scores at Time 1 for the Main Sample (N
=121)
Indices
Constant
Risk: Parenting practices
Risk : Family relations
Risk: Life events
Risk: School factors
Risk: Peer factors
Protection: Parenting practices
Protection: Family relations
Protection: Life events
Protection: School factors
Protection: Peer factors
Cultural identity
Cultural practices

B
59.67
.59
- .22
.39
1.12
1.22
-.37
-.3 1

-.13
-.80
.58
-.06
.05

SEB
5.82
.26
.25
.28
.54
35
.29
.29
.34
.5
.40
.28
.16

p
.20
-. l 1
.14
.18
.32

-.13
-.14
-.04

-.10
.13
- 02
.03

p
10.26
2.27
- .87
1.39
2.06
3.44
-1.28
-1.08
-.38
-1.23
1.44

-.22
.30

000
.025
.388
.167
.041
.001
.205
.284
.704
.221
.153
.826
.765
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Table 20

Results of Regression Analysis with the Risk, Protective, and Cultural Subscales as
Predictors of Substance Disorder Symptoms Scores at Time 1 for the Main Sample
(N = 121)
Indices
Constant
Risk: Parenting practices
Risk: Family relations
Risk: Life events
Risk : School factors
Risk: Peer factors
Protection: Parenting practices
Protection : Family relations
Protection: Life events
Protection: School factors
Protection : Peer factors
Cultural identity
Cultural practices

B

SEB

~

t

p

1.01
.09
.08
. 10
.36
.25
-. 10
.06
-. 16
.15
- .11
.11
- 05

1.69
.08
.07
.08
.16
.10
.08
.08
.10
.19
.12
.08
.05

.11
.15
.13
.21
.23
-.12
.09
-.15
.07
-.09
.13
-. 11

.60
1.22
1.12
1.22
2.30
2.39
-1.17
.70
-1.57
.79
-.95
1.30
-1.08

.552
.225
.265
.224
.023
.019
.245
.486
.120
.434
.343
.195
.281

Re search Question 3
The third research question was: What is the relationship among environmental
risk, protective factors, and cultural factors and psychological disorder symptoms within
a sample ofNative American youth over time? Forty of the 121 students were included
in the longitudinal sample for these analyses. Table 21 shows descriptive statistics for
the risk, protective, and cultural index scores for the longitudinal sample (n = 40) at Time
1 and Time 2. The internal consistency reliability coefficients for the Time 1 and Time 2
scores were all .80 or above .
Table 22 shows the correlations between the Time 1 and Time 2 risk, protection,
and culture index scores. The corresponding risk, protection, and culture index scores
were all strongly correlated between Time 1 and Time 2 (i.e. risk, r = .61, protection,
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Table 21
Descriptive Statistics for Risk, Protection , and Cultural Factor Indices for the
Longitudinal Sample at Time 1 and Time 2 (n = 40)

Scales
Time
Time
Time
Rime
Time
Time

1 risk
1 protection
1 cultural
2 risk
2 protection
2 cultural

Minimum

Maximum

6
10
8
5
13
6

47
60
37
55
61
37

Mean

SD

24.25
46.25
24.45
23.57
43 .75
23 .65

10.27
10.04
7.44
11.41
12.19
8.17

a
.83
.85
.80
.86
.90
.83

Table 22
Corre lati ons Among the R isk, Protection, and Cultura l Ind ex Scores for the Longitudinal
Sample at Time I and Time 2 (n = 40)
Scales
1.
2.
3.
4.
5.
6.

Time
Time
Time
Time
Time
Time

1 risk
1 protection
1 cultural
2 risk
2 protection
2 cultural

l.

2.

3.

4.

5.

-.56***
-.25

.56***

6.

-.61***
-.13

.68***
-.5 1***
-.17

.48 **
-.6 1***
.58***
.25

-.26
.34*
.69***

*p < .05, **p < .01, ***p < .0005.

r = .58, culture , r = .69). Also strongly correlated were the protection and cultural index

scores at Time 1 (r = .48) and Time 2 (r = .56), possibly indicating shared variability .
Table 23 provides descriptive statistics for the Time 1 and Time 2 symptoms
scales for the longitudinal sample . The correlations among the symptom scales for the
longitudinal sample at Time 1 and Time 2 are shown in Table 24. Again, there was
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Table 23

Correlations Among the Risk, Protection, and Cultural Index Scores for the Longitudinal
Sample at Time 1 and Time 2 (n = 40)
Scales

Minimum

Time 1 depression symptoms
Time 1 anxiety symptoms
Time 1 conduct disorder symptoms
Time 1 substance symptoms
Time 2 depression symptoms
Time 2 anxiety sumptoms
Time 2 conduct disorder symptoms
Time 2 substance symptoms

Maximum

50
50
50
0
50
50
50
0

SD

Mean

85
70
89
9
95
68
91
7

57.12
54.35
59.88
2.90
57.90
54.25
60.20
3.08

9.62
6.14
9.41
2.54
9.64
5.69
9.70
2.29

Table 24

Correlations Among the Risk, Protection, and Cultural Index Scores for the Longitudinal
Sample at Time 1 and Time 2 (n = 40)
Symptoms
1.
2.
3.
4.
5.
6.
7.
8.

Time 1 depression
Time 1 anxiety
Time l conduct disorder
Time 1 substance
Time 2 depression
Time 2 anxiety
Time 2 conduct disorder
Time 2 substance

2.

l.

.67***
.75***
.56***
.41 **
.67***
.47***
.35*

.45**
.17
.25
.47**
.30
.17

3.

4.

5.

6.

.59** *
.54***
.61 ***
.59***
.34*

.52***
.54***
.43**
.63***

.62***
.72***
.37*

.60***
.26

7.

8.

.47**

*p < .05, **p < .01, ***p < .0005 .

substantial stability between the Time 1 and Time 2 scores, with the corresponding scale
correlations ranging from .41 for depressive symptoms and .63 for anxiety symptoms .
The correlations between the risk, protective, and cultural index scores and the
symptom scales for the longitudinal sample at Time 1 and Time 2 are shown in Table 25.
Of particular interest in this table are the correlations between the Time 1 risk, protection,
and cultural indices and the Time 2 symptom scales. Among these correlations, the
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Table 25

Correlations Between Risk, Protective, and Cultural Indices and the Symptom Scales for
the Longitudinal Sample at Time 1 and Time 2 (n = 40)
Time 1
Symptoms
Time 1 depressive
Time 1 anxiety
Time 1 conduct disorder
Time 1 substance
Time 2 depressive
Time 2 anxiety
Time 2 conduct disorder
Time 2 substance

Risk
index
.54***
.17
.55***
.67***
.39*
.48**
.50**
.42**

Protective
index
-.57***
-.11
-.51 ***
-.57***
-.35 *
-.52***
-.40*
-.44**

Time2
Cultural
index

Risk
index

-.26

.61 ***
.42**
.56***
.64***
59***
.59***
.69***
.56***

-.10

-.25
-.13
-.26
-.32*
-.30
-.11

Protective
index
-.27
.04
-.39*
-.51 ***
-.52***
-.35*
-.39*
-.46**

Cultural
index
-.21
-.04
-.25
-.12
-.25
-.24
-.17
-.03

*p < .05, **p <.O J, ***p < .0005.

Time 1 risk index scores and Time 1 protective index scores were significantly correlated
with all four of the Time 2 symptom scales, while the cultural index score from Time 1
was significantly correlated only with Time 2 anxiety symptoms.
Table 26 shows the results of the regression analysis with Time 1 depression
scores and the risk, protective , and cultural indices as predictors of Time 2 depression
scores . When the Time 1 depression scores were entered in the first block , the regression
model was statistically significant , R 2 = .17, Adjusted R 2 = .14, F (l, 38) = 7.56, p = .009.
The positive~ coefficient (.41, t = 2.75, p = 009) indicates that Time 1 depression scores
were positively related to Time 2 depression scores, as would be expected . When the
risk, protective, and cultural indices were entered in the second block, the additional
variance explained was not statistically significant, Change R 2 = .05, Adjusted R 2 = .13,
Change F (3, 35) = .80, p = .500. This indicates that the risk, protective, and cultural
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Table 26
Results of Regression Analysis with the Time I Risk, Protective, and Cultural Indices as
Predictors of Time 2 Depression Scores Controlling for Time I Depression Scores for the
Longitudinal Sample (n = 40)

B

SEB

t

p

Block 1
Constant
Time 1 depression

34.57
.41

8.60
.15

.41

4.02
2.75

<.0005
.009

Block 2
Constant
Time 1 depression
Risk index
Protective index
Cultural index

41.34
.27
.22
.05
-.24

17.28
.20
.19
.24
.23

.27
.22
.05
-.18

2.39
1.37
1.11
.20
-1 .02

.022
.178
.276
.840
.3 13

Indices

indices did not explain variance in Time 2 depression scores over and above that variance
explained by Time 1 depre ssion scores .
Table 27 shows the results of the regression analyses with Time 2 anxiety scores
as the outcome variable. Time 1 anxiety scores were statistically significant in the first
block, R 2 = .22, Adjusted R 2 = .20, F (1, 38) = 10.70, p = .002. The regression coefficient
for Time 1 anxiety scores indicated that higher Time 1 anxiety scores were associated
with higher Time 2 anxiety scores(~=

.47, t = 3.27, p = .002) . When the Time 1 risk,

protective, and cultural indices were entered as predictors in the second block of the
regression model , the result was statistically significant, Change R 2 = .27, Adjusted R 2 =
.43, Change F (3, 35) = 6.05, p = .002. However, when the effects of the risk, protective,
and cultural indices were examined individually, none reached the level of statistical
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Table 27

Results of Regression Analysis with the Time 1 Risk, Protective, and Cultural Indices as
Predictors of Time 2 Anxiety Scores Controlling for Time 1 Anxiety Scores for the
Longitudinal Sample (n = 40)
B

SEB

Block 1
Constant
Time 1 anxiety

30.63
.43

7.27

Block 2
Constant
Time 1 anxiety
Risk index
Protective index
Cultural index

42.17
.34
.14
-.18
-.08

8.09

Indices

.13

.11

.09
.11
.11

t

p

.47

4.21
3.27

<.0005
.002

.37
.24
-.30
-.10

5.21
3.00
1.55
-1.71
-.68

<.0005
.005
.130
.095
.500

significance . This indicates that the Time 1 risk, protective and cultural indices did not
individually contribute to the prediction of later anxiety scores, but as a group the
prediction of anxiety at Time 2 was increased by including the Time 1 indices as
predictors.
The results of the regression analysis with Time 2 conduct disorder scores as the
outcome variable are shown in Table 28 . Time 1 conduct disorder scores, entered in the
first block , were statistically significant as predictors of Time 2 conduct disorder scores,
R 2 = .35, Adjusted R 2 = .34, F(l, 38) = 20.78 , p < .0005, with the regression coefficient

(P = .59, t = 4.56, p < .0005) indicating that higher Time 1 conduct disorder scores were
associated with higher Time 2 conduct disorder scores . Entering the risk, protective, and
cultural indices in the second block resulted in a statistically significant increase in the
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Table 28

Results of Regression Analysis with the Time 1 Risk, Protective, and Cultural Indices as
Predictors of Time 2 Conduct Disorder Scores Controlling for Time 1 Conduct Disorder
Scores for the Longitudinal Sample (n = 40)
Indices

B

SE8

p

t

Block 1
Constant
Time 1 conduct disorder

25.15
.58

7.71
.13

.59

3.26
4.56

.002
<.0005

Block 2
Constant
Time 1 conduct disorder
Risk index
Protective index
Cultural index

43.13
.38
.2 1
-.27
.04

11.70
.14
.16
.17
.19

.39
.22
-.27
.03

3.69
2.75
1.34
-1.58
.20

.001
.009
. 190
.124
.842

proportion of variance explained, Change R2 = .14, Adjusted R 2 = .44, Change F (3, 35) =
3.30, p = .03 1. Again, however , none of the variables entered in the second block was
statistically significant on an individual basis. This indicates that the prediction of Time 2
conduct disorder scores was improved by including the risk, protective, and cultural
index scores in the model, but that none of the individual effects of these index scores on
Time 2 conduct disorder scores was large enough to be statistically significant when
considered individually.
Table 29 shows the results of the regression analyses with Time 2 substance
symptoms scores as the outcome variable. Time 1 substance symptoms scores were
entered in the first block and the result was statistically significant, R 2 = .39, Adjusted R 2
= .38, F(l, 38) = 24.61 , p < .0005. Time 1 substance symptoms scores were positively
related to Time 2 substance symptom scores(~= .63, t = 4.96, p < .0005). Entering the
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Table 29
Results of Regression Analysis with the Time 1 Risk, Protective, and Cultural Indices as
Predictors of Time 2 Substance Symptoms Scores Controlling for Time 1 Substance
Symptoms Scores for the Longitudinal Sample (n = 40)
p

B

SEB

Block 1
Constant
Time 1 substance symptoms

.76
.69

.53
.14

.63

1.43
4.96

.162
<.0005

Block 2
Constant
Time 1 substance symptoms
Risk index
Protective index
Cultural index

.91
.46
. 10
-.05
.02

2.19
.13
.04
.04
.04

.41
.39
-.18
.05

.42
3.43
2.85
-1.13
.37

.678
.002
.007
.268
.715

Indices

risk, protective, and cultural indices as predictors in the second block was statistically
significant, Change R2 = .21, Adjusted R2 = .55, Change F(3, 35)

= 5.97,p = .002.

Individually, the risk index was positively associated with Time 2 substance symptoms
scores (~ = .39, t = 2.85, p

=

.007). This indicates that risk index scores were positively

related to Time 2 substance symptoms scores even when controlling for Time 1
substance symptoms scores .
A final set of comparisons was made in order to determine if there were
differences on the dependent variables between the students who began participation in
2004 and either were (n = 40) or were not (n

=

47) retested in 2006. As shown in Table

30, there were no differences between the two groups in terms of depression scores,
anxiety scores, or substance symptom scores, but there was a difference in terms of
conduct disorder scores, with those who were retested having higher scores than those
who were not retested.
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Table 30

Comparison of Retested Students (n = 40) and Nonretested Students (n = 47) on Time 1
Dependent Variable Scores
Nonretested
\n = 47)
Variables
Depression symptoms
Anxiety symptoms
Conduct disorder symptoms
Substance svmptoms

Retested
(n = 40)

M

SD

M

54.62
53.34
55 .74
2 .87

6.52
5.91
7.08
2.19

57.13
54.35
59.88
2 .90

SD
9.62
6.14
9.41
2.54

df
-1.44
-.78
-2.33
-.05

85
85
85
85

p
.153
.437
.022
.957
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CHAPTER V
DISCUSSION

Research suggests that the immediate and long-term negative effects of childhood
psychological disorders are a serious concern. Statistics reveal that Native American
children and adolescents face a high rate of challenges or environmental risk factors that
may put them at increased risk for developing psychological disorders. However, given
the lack of research with Native American children and adolescents, the negative effects
of the environmental challenges that many of these children and adolescents experience
remains unknown , as does the potential amelioriating effects of protective and cultural
factors . With that , the purposes of tJ,js study were to (a) examine depression , anxiety,
conduct disorder , and substance related symptoms among Native American youth and to
compare these rates to those for the general population of adolescents ; (b) examine cross
sectional relationships among various types of environmental risk, protective , and
cultural factors and depression , anxiety, conduct disorder, and substance related
symptoms among Native American youth ; and (c) examine relationships between
environmental risk, protective factors , and cultural factors and psychological disorder
symptoms among Native American youth over time. Presented in this chapter will be a
review of the research findings, limitations of the study, and implications and
recommendations for future research and clinical practice .
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Review of Research Findings

Research Question 1
The first research question of the current study addressed the rates of depression,
anxiety, conduct disorder, and substance-related symptoms/disorders in the sample of
Native American youth and how these rates compared to the rates identified in the
current literature for the general population of adolescents. The results from the first
research question indicate that levels of depression and anxiety from the Native
American adolescent sample were similar to levels found in the general population of
adolescents, while levels of conduct disorder and substance use disorders were higher
than rates found in the general population.
Statistics reveal that many Native American children and adolescents experience
life stress at rates exceeding those of children and adolescents in the general population .
Among the challenges facing Native American children and adolescents are high rates of
child abuse and neglect , suicide, poverty, and violent crime, with alcohol a frequent
contributing factor (National Vital Statistics Report, 2001; U.S. Census Bureau , 2001 ;
U.S. Department ofJustice , 2004) . As such, it has been hypothesized that these
challenges may put Native An1erican children and adolescents at a higher risk than
Caucasian children for developing psychological problems and disorders. With regard to
the research findings specific to depression and anxiety, the data do not support this
hypothesis . Although two studies document higher rates of depression within specific
Native American subpopulations (youth attending boarding school and detained youth)
(Duclos et al., 1998; Manson et al., 1990), the results of this study are similar to several

95

previous research findings indicating that rates of depression and anxiety disorder
symptoms within a Native American adolescent population are similar to rates found in
the general population (Beals et al., 1997; Castello et al., 1997; Matt , 2002).

Depression and anxiety. Several potential hypotheses may explain the lack of
elevated depression and anxiety scores in Native American youth . One hypothesis for
these findings is that Native American adolescents, in response to environmental
challenges or risk factors, exhibit more acting out or delinquent behaviors such as
conduct disorder and/or substance use disorders, rather than internalizing . The expression
of externalizing behaviors rather than internalizing symptoms may be historically based.
Information from traditional members of this Northern Plains Tribe indicates that
emotional expression was encouraged among tribal members prior to their contact with
non-Indians (Wilbert Fish, personal communication, November 2000) . For example,
crying was acceptable, even among men, and was considered an important part of the
grieving process . However , throughout the mission and boarding school eras (late 1800s
through mid-1900s) , periods of forced assimilation ofNative American peoples , Native
American children were physically abused for expressing their emotions, such as crying
when lonesome for their parents. In addition , Native American children were physically
abused when they angered staff members for various infractions, such as running away in
an attempt to get home to their parents . In addition to staff members utilizing physical
punishment, older Native American adolescents were often charged with administering
the physical punishment to the younger children, including their own siblings (Ward
Matt, personal communication, February , 2007). Thus, denying or withholding certain
emotions became a survival mechanism while lashing out in anger and violating others
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was deemed acceptable. Such practices impacted generations of Native Americans and
these learned behaviors continue to be passed on to many Native American children
wherein certain emotions, such as crying, are equated with weakness while anger is
considered a more acceptable emotion, with the expression of anger through physical
aggression often equated with assertiveness. A related consideration is that conduct
disorder behavior and substance use may be indicative of an underlying depression.
A second hypothesis is that Native American adolescents experience
environmental protective factors, including cultural factors, which serve to buffer the
negative effects of risk factor exposure. For example, many Native American people
place significant emphasis on the role of family in their lives and maintain strong ties
with their extended family members. Extended family frequently serve as additional
sources of support , helping their family members more successfully deal with stressful
circumstances (e .g., single-parent family, alcohol abuse , etc.) . As previously reviewed ,
statistics reveal that Native American children face high rates of abuse and neglect.
These findings are supported by child protection records from this Northern Plains Tribe .
However , few children residing on this reservation who are removed from their parent or
caregiver due to child abuse or neglect are placed in traditional foster care placements,
with an estimated 95% being placed with extended family members with whom they
have had significant previous contact such as grandparents or aunts and uncles, thus
resulting in reduced disruption to their lives (Evelyn D. Birdrattler, personal
communication, March 2007). Thus, the positive impact of the extended family system
may moderate the rates of interna lizing symptoms.
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Finally, a third hypothesis is the possibility that Native American youth, in
response to environmental stressors, exhibit post-traumatic stress disorder-related
(PTSD) symptoms rather than traditional anxiety and depression . Noted among the
challenges facing Native American children and adolescents are high rates of abuse and
neglect, domestic violence, and violent crime including rape/sexual assault, simple
assault , and aggravated assault (U.S. Department of Health and Human Services, 2006;
U.S . Department of Justice, 1999, 2004) . These traumatic experiences are a necessary
precursor to PTSD . While PTSD is considered an anxiety disorder, the symptoms of
PTSD are not assessed through traditional anxiety self-report measures and therefore are
not reflected in the assessment conducted in the present study.
Conduct disorder and substance-related disorders . Regarding conduct and
substance use disorders, as noted previously, the results of this study support the
hypothesis that Native American adolescents exhibit conduct disorder and substance use
disorder symptoms at rates higher than those found within the general population of
adolescents . The higher rates of conduct disorder and substance use disorders within the
Native American sample provide some support for the first hypothesis noted above for
the depression and anxiety result that Native American adolescents respond to
environmental stress by displaying more acting out or delinquent behaviors rather than
internalizing symptoms. These results are similar to previous studies that indicate Native
American adolescents engage in higher levels of self-destructive behaviors (drug and
alcohol use, engaging in physical fights, carrying a weapon) than White and Black youth
(Frank & Lester, 2002). Two additional studies documented higher rates of conduct
disorder and/or substance use disorder within Native American adolescent samples
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(Beals et al., 1997; Duclos et al., 1998). Similar to the results of the current study, the
most substantial rates were those of substance use.
As noted previously, the conduct disorder results may be impacted, in part, by
historical factors. Briefly, generations of Native American children, products of the
mission and boarding school eras, learned that violating others through physical
aggression was deemed acceptable behavior, potentially reinforced through the fostering
of a sense of power. This learned behavior was likely handed down through the behavior
and interrelationships of successive generations of Native Americans . Today, aggression
is often equated with assertiveness and deemed a socially acceptable way of managing
conflict for many Native Americans. Given the long history of oppression of Native
American people, along with the inability of many to significantly improve their life
circumstances, aggression likely offers some sense of power.
The conduct disorder results may also be impacted by the 1996 Welfare Refo rm
Act that limited the amount of time that recipients could receive welfare benefits to five
years. Because welfare reform was not enforced on Indian reservations, due to the lack
of employment opportunities , many urban Native Americans returned to the reservation
when their welfare or Aid to Families with Dependent Children benefits ceased .
Unfortunately, many of the youth who returned to the reservation were affiliated with
gangs in these urban areas and maintained their connection to the gang culture by
recruiting local youth for gang membership. This, along with the infiltration and
widespread use of methamphetamine within the community, has resulted in an increase
of violent behavior among the youth including assault, vandalism, and theft (Shanny
Augare, personal communication, May 2007). Due to the lack of resources within the
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juvenile justice system, associated crimes often go unpunished (Francis Onstad, personal
communication, May 2007).
One of the most alarming, but perhaps not surprising results from the present
study is 15.7% of the sample ofNative American youth scored in the substance

dependence range, while an additional 3 3 .1% of the sample scored in the substance abuse
range, indicating that 48.8% of the Native American youth sample scored in the clinically
significant range for a substance use disorder. These results may be influenced by
familial factors including intergenerational addictive patterns of family behavior. The
results may also be impacted by the relative isolation and lack of entertainment
experienced by many of the Native American youth participant s due to the geographic
isolation of their community. For example, there are no youth targeted entertainment
establishments (i.e., movie theater , bowling alley, roller skating rink, stores, restaurants ,
etc.) in the communit y. Access to healthy activities is limited while drugs and alcohol
are easily accessible , often supplied by older individuals needing money to support their
own drug or alcohol habit or friends who are above the legal age to purchase alcohol.
Unfortunately, due to the lack of resources , law enforcement, the court system, and the
chemical dependency treatment program have made little impact on this devastating
problem .

Research Question 2
The second research question addressed the cross sectional relationships between
environmental risk, protective, and cultural factors within several general areas
(parenting practices , family relations, life events, school factors, peer factors, cultural
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identity, and cultural practices) and psychological symptoms among Native American
youth. Results showed that higher scores on the overall risk index were associated with
higher levels of all four psychological disorder symptom scales. However, high scores
on the protective index were associated with lower levels of depression and conduct
disorder symptoms but unrelated to anxiety and substance use . The overall cultural index
was unrelated to all four psychological symptom scales, however the cultural index was
positively associated with the protective index, indicating a possible shared variability.
When subscales were examined, only the risk subscales were related to
psychological disorder symptoms. However, several factors may have contributed to this
finding. First of all, the sample size was modest. Second , the reliability of some of the
sub scales was quite low and raises questions about the replicability of the results.
Finally, the correlations between the risk and protective factors may result in only a
single indicator being identified as statistically significant due to multicollinearily.

Risk index . It has been suggested that Native American children and adolescents
may be at increased risk for the development of psychological disorders due to the high
rate of challenges or environmental risk factors that many face. The results from this
study clearly support this hypothesis with results indicating that the overall risk factors
included in this study were strongly related to psychological problems in each of the four
psychological symptom domains . These results were consistent with a significant
amount of previous research documenting the association between risk factor exposure
and the development or maintenance of psychopathology (Albano et al., 2003; Hagopian
& Ollendick, 1997; Hawkins et al., 1997; Hinshaw & Lee, 2003; McMahon et al., 2006;

Mufson & Moreau , 1997; Stark et al., 2000). At the subscale level, results indicated that
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a number of risk subscales were positively related to psychological disorder symptoms
including depression (life events and peer factors), anxiety (life events), conduct disorder
symptoms (parenting practices, school factors, and peer factors) , and substance use
(school factors and peer factors) . These specific results are also consistent with previous
research studies documenting the relationship between life events and internalizing
disorders, as well as school and peer factors with externalizing disorders (Bell-Dolan et
al., 1995; Dishion & Skaggs , 2000 ; Ellickson & McGuigan, 2000; Farrington et al., 2002 ;
Forgatch & Stoolrniller, 1994; Rabian & Silverman, 2000; Reinherz et al., 1989;
Sutherland & Shepherd, 2001) . Given the absence ofresearch devoted to understanding
the risk factors associated with psychological disorders within a Native American youth

sample , these results certainly provide a better understanding of Native American youth

ancl valuable insight for Native .American families and service providers working with
Native Americans . The clinical implications of these findings are discussed more fully in
the following Recommenda.tions for Clinical Practice.

Protective index and cultural index . Regarding protective and cultural factors , it
has been suggested that protective factors , including factors specific to Native American
culture , may serve to buffer or reduce the negative effects of risk factor exposure .
Results of this study reveal that high scores on the protective index were associated with
lower levels of depression and conduct disorder symptoms but unrelated to anxiety and
substance use, while cultural factors did not reduce the development of psychological
symptoms at all. Thus, the protective and cultural factors that were hypothesized to
disrupt the flow from risk to the development of psychological symptoms did not have
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effects as strong in terms of decreasing psychological symptoms as the risk factors had in
terms of increasing them.
As noted in the review of the literature, research on the protective factors
associated with psychological disorder symptoms lags behind that on risk factors with
fewer studies documenting this association (Harker, 2001; Marshal & Chassin, 2000;
Prevatt , 2003) . As such, one possible explanation for these findings is that that there are
specific protective factors that have a more pronounced impact on specific psychological
disorders but were not represented among the protective factors included in this research
project , particularl y with regard to anxiety and substance use . A related consideration is
that risk and protective factors cannot be simply conceptualized as representing opposite
ends of a continuum as they were conceptualized within the measure designed to evaluate
the experience of environmental risk, protective , and cultural factors (Fisher et al., 1999).
Further , while higher protective index scores were associated with lower levels of
depression and conduct disorder symptoms within this Native American youth sample,
subscale protective scores within the four domains assessed failed to reach a level of
significance, thus limiting the clinical implications of this information . This may be due
to multicollinearity and the possibility that individual subscales are actually assessing the
same phenomenon . These findings support the need for additional research in the area of
protective factors.
Regarding cultural factors, it was suggested that strengths found within Native
American cultures and traditions may offer some protection against social and
psychological problems (Lafromboise et al., 1990; Weaver, 1999). Clinical opinion also
supports this viewpoint with many Native American communities incorporating
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traditional skills, values , and spirituality in their prevention and intervention services
(Gray & Nye, 2001 ; Petoskey et al., 1998) . While the results of this research project do
not support this hypothesis , the results do indicate a positive correlation between
protective and cultural indices.
One consideration for these findings is that the 13 questions identified for
inclusion in this study, including five questions developed to assess cultural identity and
eight questions to assess cultural practices , were not adequate to effecti v ely assess the
role of culture or the impact of culture on psychological outcome within this Native
American adolescent sample . As such , additional resea rch on the role and impact of
culture within the Nati ve American population is w arranted . Culture is a comple x
construc t, w ith impact on all aspects of an individual 's life. As such, the effects can be
both direct and indirect. The limited assessment of culture may have missed the
important aspects that impact adolescents ' developmental trajectory.
A second consideration for these findings is that cultural protective factors may
be more relevant to adult populations . This consideration is further supported , in part , by
the contradictory conclusion of (a) clinical opinion supporting the incorporation
traditional skills, values, and spirituality in Native American prevention and intervention
services within the area of substance use (Gray & Nye, 2001 ; Petoskey et al., 1998) , and
(b) the results of several studies indicating a positive correlation between participation in
Native American traditional activities and various problem behaviors among Native
American children and adolescents (Petoskey et al.; Silmere & Stiffinan, 2006; Whitbeck
et al., 2002).
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Research Question 3
The third research question addressed the relationship among environmental risk,
protective, and cultural factors and psychological disorder symptoms within a sample of
Native American youth over time. Results from the longitudinal analysis for the third
research question indicated that the risk, protective, and cultural index scores, as a group,
were predictive of anxiety, conduct disorder, and substance symptoms at a later date, but
unrelated to depression. However, individually, the three index scores were generally not
predictive of psychological symptoms with the exception of a positive association
between risk index scores and substance symptoms at a later date. Again , these results
may be due to multicollinearity.
Longitudinal research on the long-term negativ e effects of child and adole scent
psychological disorders has been well documented in literature , with research indicating
that child and adolescent psychological disorders , left untreated , may lead a chronic
course into adulthood and result in a variety of adult psychological disorders and
associated problems (Albano et al., 2003 ; Fisher et al., 1984; Hawkins et al., 1997;
Ollendick & King , 1994; Webster-Stratton , 2000). Some longitudinal research has also
been devoted to understanding risk factors that predict subsequent psychological
problems and disorders. These include death of a parent predicting depression in
adolescent females; poor parental supervision , poverty, and associating with delinquent
peer predicting delinquency in boys; poor school performance in early teens predicting
violent behavior in early adulthood; and divorce of parents during adolescence predicting
increased substance use (Farrington et al., 2002; Forgatch & Stoolmiller, 1994; Ellickson
& McGuigan, 2000; Needle et al., 1990; Pagani et al., 1999; Reinherz et al., 1989).
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Comparatively less research has been devoted to evaluating the longitudinal
relationship between protective factors and psychological disorders . Findings from the
two studies located indicate that parental supervision, family cohesiveness, satisfactory
social support , and low levels of parent-child conflict were found to mediate depressive
symptomatology in adolescents over time (Harker, 2001; Reinherz et al., 1989) .
Results from the longitudinal analysis in the present study were inconsistent with
the previous literature discussed above . Although predictive of anxiety, conduct
disorder , and substance symptoms at a later date , as a group , individually the three index
scores were generally not predictive of psychological symptoms with the exception of a
positive association between risk index scores and substance symptoms at a later date.
While the results suggest that the environmental factors (risk, protective , and cultural) all
have a relationship with outcome , the relationship is likely complex and multifactorial.
One consideration for these findings is that the longitudinal sample (N = 40) lacked
sufficient power to adequately evaluate this research question . A larger longitudinal
sample might have revealed more detailed information regarding the predictive nature of
risk, protective , and cultural factors at the overall and subscale level. This information
would be valuable knowledge when conducting prevention and intervention services with
Native American children and adolescents .

Limitations of the Study

Throughout the course of this study, a number oflimitations were identified, the
most notable of which was sample size. Although the cross -sectional sample size was
adequate with 121 student participants across six grade levels, only 40 of the 87 students

106

who were eligible to participate in data collection at Time 2, were located to participate
as part of the follow-up sample at Time 2. In the analyses for the third research question,
the percentages of variance accounted for in the Time 2 psychological symptom scales
were generally high (ranging as high as 27%) but due to the small sample size in these
analyses, the individual risk, protective, and cultural index scores were typically not
statistically significant (with one exception) . The size of the follow-up sample was
impacted by a number of factors . First, the follow-up or Time 2 data were collected
nearly 2 years after Time 1 data were collected . Thus, two senior classes had graduated
within this time period, resulting in four classes remaining eligible for participation in
Time 2 data collection based on their participation at Time 1. Further impacting the
follow-up sample size was the number of students who were absent on the day of data
collection or were no longer attending the school district due to transferring out of the
school district or dropping out of school.
Impacted by the limited follow-up sample size is the selectivity of the sample, an
additional limitation of the study. Although analyses revealed no differences in most
areas (i.e., anxiety, depression, substance use) between youth who were retested and
those who were not, included in these analyses were predominantly youth who
participated at Time 1 and subsequently graduated . Among those students who had
participated in Time 1 data collection and had not yet graduated, those students who
were in attendance at school and participated in Time 2 data collection may be
qualitatively different than those students not present on that day. Given the negative
effects of psychological disorders and risk factor exposure on academic functioning,
including attendance, it is likely that the results of this study were impacted by the lack of
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participation by those students who were not assessed due to absence or school drop out,
with the results underestimating the rate of symptoms.
The focus on self-report is an additional limitation. Although self-report of
symptoms is an important aspect of accurate assessment, particularly in light of the
covert nature of many psychological disorders and associated symptoms, accurate
assessment cannot be based solely on self-report. Accurate assessment must include
multisource and multimethod assessment procedures to provide external indicators of
behavioral , social, and emotional factors . In absence of multisource, multimethod
assessment procedures , the results found do not provide a complete picture of the overall
rate of psychological disorder symptoms experienced by these Native American youth or
their level of risk, protecti ve, and cultural exposure.
A fourth limitation of the study was with regard to the Biodemographic
Questionnaire that was developed for use in the present study. This questionnaire was
designed to evaluate the level of exposure to environmental risk, protective , and cultural
factors within the general areas of parenting practices , family relations , life events,
school factors , peer factors , cultural identity , and cultural practices . In developing this
questionnaire , literature on current theories regarding risk, protective , and cultural factors
were examined, and a draft of the questionnaire was presented to a panel of professionals
with experience in Native American mental health and culture for consultation.
However , literature on protective and cultural factors was limited, there was a significant
lack of response from the panel of professionals, and no reliability or validity studies
were conducted . As a result , there is limited psychometric information available on the
measure.
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The inability to assess for PTSD was a fifth limitation of the study. It was
suggested that Native American youth, in response to environmental stressors, may
exhibit PTSD-related symptoms rather than traditional anxiety and depression. Such
information might be helpful in understanding why, given the high rate of exposure to
environmental risk factors by many Native American youth, several studies have found
that rates of depression and anxiety in Native American youth are comparable to rates
found in the general population of adolescents. While it was originally planned to
include a PTSD measure in the research packets, one teacher expressed strong concern
about the possibility of the trauma-related questions on the measure evoking strong
emotional reactions in youth exposed to trauma and the lack of easy access to mental
health services if needed. As such, school officials authorized data collection with the
stipulation that the PTSD measure not be administered .
Finally, the generalizability of the results is another limitation of the study. Data
were collected from Native American youth residing in a small, outlying community on a
Northern Plains Indian Reservation. Data were collected by the Tribe in order to assess
the mental health needs of the reservation youth in order to support various grant
applications designed to serve the identified needs. The community from which data was
collected tends to be more traditional and geographically isolated than the larger , central
community on this reservation. As noted previously, .there are no youth targeted
entertainment establishments in the community. School-related sports activities offer
some entertainment or source activity for the community. In addition, mental health
services are minimal to nonexistent. Therefore, given the significant variability among
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tribes with regard to language, culture, and level of acculturation, caution must be
exercised in generalizing from this study to other tribal groups .

Recommendations

In this section recommendations for future research and clinical practices based

on the results of the current study are offered.

Recommendations for Future Research
Based on the results of this study, including the limitations noted above, several
recommendations can be made for future research in this area. First, to address the
limitations noted previously with regard to sample size and selectivity of sample, it is
recommended that future research be tailored to maximize the number of participants at
all phases of data collection, particularly when conducting a longitudinal study. In this
study, Time 1 and Time 2 data were collected during the final trimester of the school year
(May and March). The number of students in attendance and available for participation
may have been impacted by this timing . As noted by school personnel, as the school year
nears completion , the number of students both skipping school and dropping out
increases, particularly among those students experiencing various difficulties that impact
their academic performance . In addition to the timing of data collection during the
school year, the number of attempts to collect data also impacted sample size and
selectivity of sample. Employing one day for data collection naturally results in a
number of students not available for participation due to absence . Therefore, it is
recommended that data collection be conducted earlier in the school year and include a
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number of follow-up data collection times to increase the number of student participants.
Second, to provide a more complete picture of the psychological disorder
symptoms and the environmental factors experienced by these Native American youth, it
is recommended that a more in-depth assessment procedure be utilized in future research.
While this study was limited to self-report, the use of multiple sources (youth,
parents/care givers, teachers, review of juvenile court records), along with multiple
methods of assessment (clinical interview, behavior rating scales) would provide more
complete information about each subject.
A third recommendation that would further increase the utility of the results
would be to improve upon the measure designed to evaluate level of exposure to
environmental risk factors, protective factors, and cultural factors, as well as subscales
representing important areas within each of these broad indices (personality or
dispositional attributes of the child, family characteristics, life events, school factors, and
community factors) . To improve upon the measure, it would be important to utilize
methodologically rigorous procedures . Rather than conceptualizing risk and protective
factors as merely opposite ends of a continuum, identifying specific protective and
cultural factors associated with specific psychological disorders, although challenging
given the paucity of research in this area , is recommended. In addition, gathering
qualitative data from Native American youth and their parents or caregivers would be
helpful in gaining a better understanding of the experience of those Native American
youth who develop a psychological disorder and those who do not. This would aide in
identifying culturally specific risk, protective, and cultural factors associated with
psychological disorder symptoms. Potential items should then be subjected to a thorough
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content validation procedure involving feedback from individuals with expertise in these
areas. Finally, a readability analysis, a qualitative youth feedback trial, and a field trial
should be conducted to gather the psychometric information required to support the
validity of the instrument.
Fourth, the current study documented the increased rates of conduct disorder and
substance use disorder symptoms among Native American adolescents relative to the
general population of adolescents. However, symptoms of depression and anxiety in this
population were not elevated. Future research should attempt to better understand these
results. An improved measure designed to evaluate the experience of environmental risk,
protective, and cultural factors (described above) may provide a better understanding . In
addition, one consideration that was unable to be assessed in the cu1Tent study is that
Native American youth, in response to environmental stressors, exhibit PTSD related
symptoms rather than traditional anxiety and depression . A large epidemiological study
of the mental health of Native American youth from numerous Tribes throughout the
United States would provide a more comprehensive understanding of the problem and
invaluable information for the development of prevention and intervention services.

Recommendations for Clinical Practice
The findings from this study warrant several recommendations for clinical
practice with Native American adolescents. First, clinicians should be aware that while
rates of conduct disorder and substance abuse are likely to be higher among Native
American youth and levels of depression and anxiety among Native American
adolescents may be similar to adolescents in the general population, levels of depression
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and anxiety are still present at substantial rates. While special attention should be paid to
symptoms of conduct disorders and substance abuse by clinicians working with Native
American adolescents , clinicians should continue to attend to the covert symptoms of
internalizing disorders that may be overshadowed by the externalizing symptoms, given
the strong correlations between externalizing and internalizing disorders.
Second, it was hypothesized that the protective and cultural factors included in
this study would offset the increased likelihood of psychological symptoms due to risk
factor exposure. However, this was not the case and the strongest relationships were
between risk factors and psychological symptoms . Therefore, it is recommended that
clinicians working with Native American adolescents focus more on reducing risk and
exercise caution when developing protective or cultural factors to offset risk. It may be
the case that there are protective or cultural factors that will, ultimately , serve to
effectively offset risk, but those included in the current study did not. Additional
research on protective and cultural factors is necessary to provide a better understanding
of their impact on risk factor exposure. As a clinician, reducing risk would involve both
evaluation and treatment. Evaluation would entail a multisource (youth, parent(s) or
caregiver( s), significant extended family members, teachers, etc.) assessment of specific
risk factor exposure, as well as the degree of exposure, that the youth is experiencing.
Given the significance of familial risk factors , treatment would consist of reducing the
number and severity of risk factors that the youth is exposed to through intervention at
the individual and family level. Based on the specific risk factors identified, intervention
might include individual therapy, family therapy, group therapy, marriage counseling,
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parent-training, chemical dependency treatment , case management services, and/or
home-based services.
Third, one of the strengths of the current study was the longitudinal sample. This
allowed for an examination of the effects of the risk, protective, and cultural factors from
an earlier time (Time 1) to changes in psychological symptoms at a later time (Time 2)
after controlling for Time 1 psychological symptoms. While it was noted above that the
effects of the risk, protective, and cultural index scores on later psychological problems
were general rather than specific (with the regression models as a whole achieving
statistical significance while the individual predictors failing to do so), there was one
important exception: The results indicated that the risk factor index scores from Time 1
were associated with substance abuse symptoms at Time 2, even after controlling for
substance abuse symptoms at Time 1. This important result suggests that clinicians
should attend to the level of risk experienced by Native American adolescents in their
care because higher levels of risk are predictive of changes in the level of substance use
disorder symptomatology at a later date . Substance use occurred with a greater frequency
than depression, anxiety, or conduct disorder in the current sample. As such, decreasing
the level of substance use by devoting more prevention and intervention resources to
Native American adolescents with high levels of risk may diminish one of the most
debilitating and pervasive psychological problems among Native Americans. Effective
prevention and intervention services would necessarily include individual and familybased services such as those described previously (individual, family, group, parenttraining, etc) .
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In addition to supporting the need for additional research, the results of this study
further support the need for comprehensive prevention and early intervention services for
Native American youth at the individual, family, and community level. For example, a
psychoeducational program could be implemented within the school and community that
is designed to educate teachers, students, parents/guardians, law enforcement officers,
juvenile court staff members, and so forth on the following: (a) how to identify
symptoms of psychological disorders , (b) the etiology of psychopathology, (c) the
immediate and long-term negative effects of psychological distress , and (d) accessing
mental health services within the school and/or community. Mental health services
designed to evaluate and address the holistic needs of the child within the family in terms
of mind, body , and spirit would be ideal. Such services may reduce the number of Nat ive
American youth who go undiagnosed , untreated , and in need of intervention services.
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implementation. Injuries or any unanticipated problems involving risk to subjects or to others
must be reported immediately to the IRB Office (797-1821).
The research activities listed below are exempt based on the Department of Health and
Human Services (DHHS) regulations for the protection of human research subjects, 45 CFR Part
46, as amended to include provisions of the Federai Poiicy for the Protection of Human Subjects ,
June 18, 1991 .
Research, involving the collection or study of existing data, documents, records, pathological
4. specimens, or diagnostic specimens, if these sources are publicly available or if the information is
recorded by the investigator in such a manner that subjects cannot be identified, directly or
through identifiers linked to the subjects.
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Adolescent SASSI-A2 Substance Abuse Subtle Screening Inventory

SA~I

For free consullalion on this profile: 1-888-297-2774 To reorder. 1-800-726-0526
Name._____________________

Gender_M_Age

Client ID___________________

Test Dale ______

__
_

Check every rule, yes or no.

mm

DD
rJD
rJD
DD

FVA or FVOD 12 or more?

FRISK 5 or more?

SYM 5 or more?

SAT 9 or more?

4 or more __
10 or more __
25
24
23
22

21
20
:9
18
17

36

11

34

30

w

8

;o

7

9

26

1G

14

9
8
7

6
5

•--s
3
2
1

0

9

10

8

9

or
or
or
or

more __
and
more __
and
more _.-_
.,_._an d
more __
. All four?

11

15
13
12
11
10 -1

7
6
2
4

9

32

and
. Both?

8

6

18
16
4
12
10

6

j
,i
, ---s

7

10

5

5

•

8

6

3

3

1
0

2

3 or more
5 or more __

and

and
. All three?

DD
Yos

8

No

3
7

6

3

3

__

9

7

7

s--2

2
5

3

•

2

3
0

3

2

0

0

2

FVA or FVOD 5 or more
__
and
SAT
3 or more __
and
DEF
4 or more
and
[:]
3 or more __
. All four?
SAM

0

0

Vos

LOW PROBABILITY
of having a Substance Abuse or
Substance Dependence Disorder

Check the appropriate 1/nefs/below
If VAL is 5 or more __
II SCS is 16 or more __

1. ANY rule

Q 2. ALL

marked "yes"?

Q

of having a Substance Abuse or
Substance Dependen ce Disorder

0

rule s marked "no "?

Checkthe appropriate1/nebelow
_ If SCS is 15 or less Substance Abuse

Validity Check

, or
, consider further

HIGH PROBABILITY

Secondary Classificnlion Scale

assessment, particularly for Substance
Abuse Disorder.
C1990, 19!l7Glom A.Millof

!

Disorder is more probable than Substance
Dependence .
_ If SCS is 16 or more Substance
DependenceDisorder Is more probable than
Substance Abuse .
S..P202 0&01

CJ
No
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Adolescent SASSI-A2 Substance Abuse Subtle Screening Inventory
For free consullalion on this profile: 1-888-297-2774 To reorder: 1-800-726-0526
Gender~

Name
Client ID

__

Age ___

S~S·I

..

Check every rule, yes or no.

Test Date

r:JD
l:JD
[:JD
l:JD

FVA or FVOD 12 or more?

Adolescent Female Profile

FRISK 5 or more?
U>

.,

"O
C

"O"'

'a ~

>o

~ cu

·c

u. -"'
::!.,...!l

~5 Ea:
u.
"'

.,"'

"O

2
i:
<(

"'
E
.9
a.
E
>Cf)

U>

gJ :fi
o 15

~ :g
0~

.,j!!"'
..,
::,
.0 .0

m
C

SYM 5 or more?

Q)

.,,

.2:

:::i·c

C

~
0

Cf)~

SAT 9 or more?

4 or more __
10 or more __

7

10

and
7 or more __
and
6 or more __
~ o:-moro-.:.-+:-aild
4 or more __
. All four?

9
9
8

12

7

11

6

9

8

0

__

10

6
6

[:JD

5

9

3 or more

B

5

7

7

4

3

and

9

6

5

[:J[:]

11
6

16

and
. Both?

5 or more ==.
3

j

and
All three? [:]
Vos

0

D
No

6

6

3

: ----3--2--5
3

2

4

2

0

3

3

2
0

2

0

__
and
FVA or FVOO 5 or more
3 or more __
and
SAT
4 or more __
and
DEF
SAM
3 or more -. All four?

0

0
0

[:JD

THE DECISION RULE:

HIGH PROBABILITY

LOW PROBABILITY
of having a Substance Abuse or
Substance Dependence Disorder

Check the appropriate
If VAL is 5 or more__

llne(sl bfilQYt

, or
If SGS is 16 or more_ _ , consider further
assessment, particularly for Substance
Abuse Disorder.

1. ANY rule marked "yes"?

Q 2. ALL
IWI

D
Ji4j
D

Q

of having a Substance Abus e or
Substance Dependen ce Disorder

0

rules marked "no"?

Checktheappropriate
Jim,below

Validity Check

Secondary Classification Seate

0 1990, 1997 Glonn A. Mitler

_

!

If SGS is 15 or less Substance Abuse

Disorder Is more probable than Substance
Dependence.
_ If SGS is 16 or more Sl.bstanceDependence DisooJeris mom probable than
Substance Abuse.
B-P202OMJ1

T F
If a statement is MOSTLY TRUE for you, fill in the box in the column headed T' this way
If a statement is MOSTLY FALSE for you. fill in the box in the column headed "F" this way

T

I

I O
OI

Fill in this way
Not like this

I

F

T

1. 0 0
2 D 0
3. 0 0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
O
8. 0
9 0
10. 0
4
5.
6.
7.

11.
12.
13.
14.
15.
16.
17.

18.
19.
20 .
21.

People will probably succeed if they work hard.
37.
At least one of my parents has often been very sad, anxious, or unhappy.
38 .
I have never been in trouble with the principal or the police.
39.
40,
D I can be friendly l'.rj\hpeople who do many wrong things.
I do not like to ·sit and daydream.
41 .
The school rules regarding getting caught with drugs are too strict.
4 2.
43.
D Sometimes I have a hard time sining still.
I have not lived the way I should.
44.
0 I havehaddays, weeks, or monthswhenI couldn't getmuchdonebecauseIjust wasn'tupto it. 4 5.
I always listen carefully to people who are older than me.
46.
I like to obey the rules.
47.
0 I haveoftenfe/1bador scaredbecauseof the drinkingor druguseof someone in my family. 48.
49.
Some crooks are so clever that I hope they don't get caught.
50.
0 I have never done anything dangerousjust for fun.
51 .
0 I am always well behaved in school.
52.
D I have sometimes drunk too much beer or other alcoholic drink.
Sometimes I wish I had better control of how I behave and feel.
53.
Adults shouldn't hassle kids so much about drugs.
54.
55.
I break more rules than most people my age.
0 Swearingandcursinghavebecomea seriousproblemin our schoolsandmust be slopped. 56.
I'm friends with some people who sell drugs.
57.
58.
0 I am usually happy.
I have been tempted to hit someone.
59.
I always feel sure of myself.
60 .
My school teachers have had some problems with me.
61 .
62.
Many of my friends drink or get high regularly.
I have never broken an important rule.
63,
64 .
0 There have been times when I have done things I didn't remember later.
65.
0 Getting caught drinking or using drugs is no big deal.
I think carefully about everything I do.
66.
I have used alcohol or "pot" too much or too ohen.
67.
Some of my friends have bad reputations.
68.
69.
I smoke cigarettes regularly.
Al timesI havebeenso full of energy thatI ielt I didn't needto sleepfor daysat a time.
70.
Adults don't really know how much teenagers are using drugs.
71 .
72.
D I have never felt sad over anything.

0
0
0
0

0 0
0

0 0
D
0
0

0
0
0
0
0

0
0
0

0

22. 0
23. 0 0
24.

0 0

25. 0 0

0
0
28. D
29. 0
30 . 0
31. 0
32. 0
33. 0
34. 0
35 . 0
36. 0
26.
2 7.

I

0
0

0
0
0
0
0
0

Name or Client ID _______________
Sex

MO

Ethnicity:

F

0

Age 012

01 4 015

016

017

018

_

F
I think there is something wrong with my memory.
I have neglected schoolwork because of my drinking or drug use.
I have taken a drink in the morning to steady my nerves or to get rid of a hangover.
I often daydream about things that I don't tell other people.
I have wanted to run away from home.
People who use drugs have more fun.
I like doing things with my family.
It doesn't really bother me to see animals suffer.
At times I feel worn out for no reason at all.
I canseewhytheyhavelawsaboutdrugslikecocaineandheroin butoutlawingmarijuanais slupid
No one has ever criticized or punished me.
I think carefully about how I dress.
My drinking or other drug use causes problems between me and my family.
I have skipped school pretly often.
Most of the people my age drink or use drugs.
Q Sometimes I like doing the opposite of what others want.
My parents like my friends.
I] In new situations I like to find out which people it would be useful to be friendly with.
i] One of my parents was/is a heavy drinker or drug user.
0 In school I have ohen been in trouble for misbehaving.
0 More ohen than not I have a sense that life is worthwhile.
I have used alcohol to excess.
When I'm in a group I have trouble thinking of the right things to talk about.
Li Drugs help people to be creative.
My grades in schooi are average or better. .-I don't really worry about catching diseases. :- ·
Sometimes
I feel thatmy druguseor drinkingis keepingmefromgettingwhat I wantoutof life.
I've frequently played sick to get out of something.
I thinkmanyadultswhosaytheyare againstdrugsprobabl
y usesomekind of drugsthemselves
.
My parents hardly ever know where I am.
[I My participation in clubs, sports, or other aher school activities is important in my life.
G I am often restless or j umpy.
C I have sometimesjust sat about when I should have been working.
0 The drug laws we have are stupid.
If somefriends andI werein trouble1og
ether,I would rathertakethewholeblamethan tell on them
I can be depended on to do the things I am supposed to.

0

n

0 0
0

0 0
0 0

0
0
0
0
0

0
0
0

0
0
0
0

0 0
0 0

I

IT IS ILLEGAL TO REPRODUCE THIS FORM
QOther__

Amorif"::an

0Asian American 0 Hispanic American
nr::u

tr::ac;:;i::an

nr-.Aivorl 0-:lrO

n,-...~
......

ADOLESCENT
SASSI-A2

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

't i990, 1997 Glenn A. Miller

0African American
n 1\1::atiHP
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Date _______

I
Q'

SA~I

__.
w

°'

For each item below,

circle the number which reflects how often you have experienced

0 your entire life
0 the past six months
0

0

0

If)

0

-y~
~

;j

%

(t)
-

(')
(t)

0

1
1

0

oI 1 I 2 I 3 I
01112131
0
·1 2 3

oI 1 I 2 I 3 I

~ I ~ I i Ii I
0, ,
0

1
1

0

g

1213110.
2

3

2

3

C,)

~
-z ....\
~ z -

1. Drank alcohol during the day?
2. Taken a drink or drinks to help you talk about your
feelings and ideas?
3. Taken a drink or drinks so you wouldn 't feel tired
or to give you a lift when you have to keep going?
4. Had more to drink than you intended to?
5. Gotten sick from drinking (e.g., vomitin g, dizziness ,
headache)?
6. Gotten into trouble in school, at home , on the job, or
with the police because of your drinking?
7. Become ver-J sad or felt "down " after having sobered up?
8. Argued with your family or friends because of your drinking?
9. Had a strange experience when drinking (such as
seeing something not really there) that came back
again when you hadn't been drinking for a while?

(t)

<Jl

0
0
0

1
1

2

1

2

0
0

1

2

1

2

0
0

1
1

2

0

1
1

0

0

Lost friends because of your drinking?
11. Felt really nervous or shaky after having sobered up?
12. Tried to kill yourself while drunk?

?€
--c,
(l>

(', ~ ~i

~

<Jl

3
3

~
\1?,

i

ALCOHOL (FVA)

3(t)

2
2

during:

\

If)

;j

.:

11?.

1 ~-

the situation described

the six months before
the six months since

OTHER DRUGS (FVOD)*
·ooes not incfudeproperuse of medicarionsprescribedforyou.

""

2

2
2

2

3
3
3
3
3
3
3
3
3

0
0

1
1
1

2

3
3
3

0

1

2

3

0

1
1

2

3

0
0

1

2
2

3
3

2
2

1. Taken drugs to improve your thinking and feeling?
2. Taken drugs to help you feel better about a problem?
3. Taken drugs to be more aware of your senses (e.g., sight
hearing, touch, etc .)?
4. Taken drugs so you could enjoy sex more?
5. Taken drugs to help forget about feelings of being helpless
or wo rthless?
6. Taken drugs to forget school , wo rk, or family pressures?
7. Gotten into trouble in schoo l. at home , on the job , or with
the police because of your drug use?
8. Gotten really stoned or wiped out on drugs (more than just high)?
9. Tried to talk a doctor into giving you some prescription drug
(e.g .. tranquilizers , pain killers , diet pills)?
10. Spent your spare time in buyir:ig, selling, taking or talking about drugs ?
11. Used alcohol and other drugs at the same time?
12. Continued to take a drug or drugs so you wouldn 't feel physically
uncomfortable or even sick from not having the drug(s)?
1 3. Felt your drug use has kept you (tom getting what you
want out of life?
14. Been accepted into a treatment program because of your drug use?
15. Gone to school after drinking or using drugs?
16. Drank or used drugs away from home?

Bl . Describe your current alcohol or drug use:

0

More than twice a week

O About twice a week

0 About once a week

B2 How old were you when you first tried alcohol or drugs?

0 Less than 12

0 Between1 and 3 times a month OLess than once a month ONone
0 12

0 13

0 14

0 15

B3. How old were you when you started using alcohol or drugs regularly?

0 Less than 12

012 · 013

B4. Have your grades ever gone down due to your alcohol or drug use?

0 Yes QNo

0

B5.

a. Are you currently a student?

0 Yes ONo

n,..

n,..

~...

r. ...

r o

0 16

0 17 018 0

014

015

016

I've nevertried alcohol or drugs.

017

018

0 I've never used regularly.

I've never used.

r '"

n .,.,

n .,.,

["' A,

...

-r

s.A~.T

.....
w
---..J
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Biodemographic Questionnaire

Please provide the following infonnation about yourself:
I)
Age:
2)

Sex:

Male

3)

Grade:

7

4)

Race/Ethnicity : American Indian

5)

My parents are divorced or separated: Yes __

6)

The following adults live in my home:
Mom

7)

Female
9

8

Dad

12

Other

Stepparent_

_

No _ _

Grandma

Grandpa _ _

Other

My family is supported through the following (check all that apply):
Mom's work: Full time
Dad's work:
TANF/Welfare

8)

II

10

Full time

Part-time

Seasonal

Part-time

Seasonal
Food Stamps _ _

General Assistance

My grades are mostly : A's

B's

C's

.

Other

D's

F's

Life Exper ience:
Below is a list of items that teenagers have experienced. Please circle the number that reflects how true the following experiences are
.

for you:

O= Not Trne
Risk Factors

I = Sel1fom True

Protective Factors

2 = Sometirneg True

'·

3 = V.?.y True/ O~en T ae

Cultura l Factors

0

2

3

I) My parents generally let me come & go as I please .

0

2

3

2) My family is religious or spiritual.

0

2

3

3) I spend a lot ofmy free time with friends.

0

2

3

4) When my parents discip line me, my punishment often seems too severe.

0

2

3

5) My family follows our tribal traditions .

0

2

3

6) My close friends can be described a~ good kids who do not get into trouble.

0

2

3

7) My parents tell me what to do rather than letting me make decisions or choices for myself.

0

2

3

8) Extended family members (grandparents, uncles, aunts) have taken part in my upbringing.

0

2

3

9) My close friends are against using drugs and/or alcohol.

0

2

3

10) My parents seem too involved in my life & always worried about my safety.

0

2

3

11) My family participates in cultural activities (pow wow , sundance, sweats, stick game, ceremonies)

0

2

3

12) I feel like my teachers care about my education.

0

2

3

13) My parents seem distant & not very affectionate.

0

2

3

14) I am proud ofmy Indian ancestry .

0

2

3

15) Graduating from high school is important to me.

0

2

3

16) I feel unable to count on my parents to protect me from being hurt or harmed.

0

2

3

17) When someone in my family is sick or has a problem, we see a medicine person for help.

0

2

3

18) The quality of my life depends largely on choices I make.

0

2

3

19) My relationship with my parents is not very good.

0

2

3

20) My parents or grandparents speak our traditional language in my home.

0

2

3

21) Financially, my family seems to do okay.

140

0

2

3

22) My parents argue a lot & seem to not get along very well.

0

2

3

23) I can name at least 4 events in Blackfeet history that were of significance to us.

0

2

3

24) My parents do not tolerate drug or alcohol use in our home or family.

0

2

3

25) I am unable to go to my family with my problems or feelings .

0

2

3

26) I have an Indian name.

0

2

3

27) Other than minor negative experiences, my life has been good.

0

2

3

28) There is a lot of arguing & fighting between my family members .

0

2

3

29) I value my Blackfeet traditional ways.

0

2

3

30) My home life is pretty well organized & I know what to exp~~f from day to day .

0

2

3

31) My home life is chaotic. Everyone seems to be doing their own thing.

0

2

3

32) I have elders in my family that I can visit with to hear traditional stories.

0

2

3

33) Other than minor disagreements, my family seems to get along well.

0

2

3

34) I've had a lot of negative experiences in life.

0

2

3

35) My family belongs to a society.

0

2

3

36) My family is very supportive of me . I feel like I can go to them with my problems .

0

2

3

37) My mom and/or dad uses drugs or alcohol.

0

2

3

38) I have respect for our traditional ways , for other people, and for life.

0

2

3

39) My parents seem to get along well with each other .

0

2

3

40) My mom or dad often seems anxious, nervous, or worried.

0

2

3

41) I'm very close to my mom and/or dad.

0

2

3

42) I feel like I have little control over my life.

0

2

3

43) My parents do their best to protect me from being hurt or harmed.

0

2

3

44) School is not very important to me . I often think about quitting.

0

2

3

45) My parents are very warm & caring toward me.

0

2

3

46) My relationship with my teachers is not very good .

0

2

3

47) My parents are involved in my life, concerned about my safety, but not to the point where it becomes irritating.

0

2

3

48) My close friends use drugs and/or alcohol.

0

2

3

49) Rather than telling me what to do, my parents guide me in making decisions for myself.

0

2

3

50) My close friends get into physical fights or have been in trouble with the law.

0

2

3

51) When I'm in trouble, my parents are pretty consistent & fair in my punishment.

0
0

2
2

3

3

52) I don't have many friends and spend most ofmy time alone.
53) When I'm not at home, my parents want to know where I am & who I'm with.
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Logan, Utah. Responsibilities included conducting weekly labs;
conducting test review sessions; and maintaining weekly office hours
for additional assistance to students for undergraduate course .
(Supervisor, Pablo Chavajay, Ph .D .)

08/00 - 12/00

Graduate Assistant , Cognitive Psychology , Utah State University,
Logan, Utah. Responsibilities included conducting weekly labs;
conducting test review sessions; and maintaining weekly office hours
for additional assistance to students for undergraduate course .
(Supervisor , Lani Van Dusen , Ph .D .)

08/99 - 05/00

Graduate Assistant , Abnormal Psychology, Utah State University,
Logan, Utah. Responsibilities included conducting test review
sessions ; maintaining weekly office hours for additional assistance to
students; periodic lecturing; grading papers ; and grading exams for
undergraduate course . (Supervisors , Gretchen Gimpel, Ph.D. and
David Bush, Ph .D .).

08/98 - 05/99

Graduate Assistant , Native Math, Utah State University, Logan , Utah .
Responsibilities included assistance with a qualitative research project
designed to investigate culturally-specific mathematical practices
among various Native American tribes . The long-term goal of the
project was to provide insight for the development of culturally
appropriate or culturally specific mathematics curricula . (Supervisor,
Jim Barta , Ph.D .).

09/97 - 12/97

Graduate Assistant, Psychology Community Clinic, Utah State
University, Logan, Utah . Responsibilities included monitoring the
administration and scoring of the WAIS-Rand WISC-III conducted by
first year psychology graduate students; maintaining weekly office
hours for additional assistance to students; and maintaining weekly
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01/97 - 06/97

office hours for the check out or purchase of assessment material by
graduate students and departmental staff (Supervisor, Kevin Masters,
Ph .D .).
Graduate Assistant, American Indian Support Project, Utah State
Univeristy, Logan, Utah . Responsibilities included updating and
cataloging the project collection of articles related to Native American
psychological issues; and assisting program director as needed.
(Supervisor, Carolyn Barcus, Ed.D) .

PRACTICA TRAINING
2002-2003

Supervised Clinical Psychology Practicum , Utah State University, Center
for Persons with Disabilities. Conducted evaluations on children and
adolescents exhibiting symptoms consistent with a variety psychological
disorders including Attention Deficit Hyperactivity Disorder , anxiety, and
depression. Participated as a member of the multidisciplinary team and
received individual supervision weekly. (Supervisor, Pat Truhn , Ph .D.).

2000-2001

Co-therapist, Sexual Abuse Survivors Group , Utah State University.
Group therapy provided on a weekly basis to survivors of severe
childhood sexual abuse . (Supervisor, Carolyn Barcus , Ed .D.).

1999-2000

Supervised Clinical Psychology Practicum, Utah State University ,
Psychology Community Clinic. Conducted intake assessments;
psychological evaluations; and individual therapy with adults self referred
to the Psychology Community Clinic with a variety of presenting
problems including anxiety , depression, suicide ideation, suspected
learning disabilities, eating disorders, pornography addiction , and
delusions. Attended group and individual supervision weekly.
(Supervisor, Kevin Masters , Ph.D .).
Co-therapist , Sexual Abuse Survivors Group, Utah State University .
Group therapy provided on a weekly basis to survivors of severe
childhood sexual abuse. (Supervisor, Carolyn Barcus , Ed .D.).
Co-therapist, Interpersonal Group, Utah State University . Group therapy
for interpersonal issues provided to young adults referred from the
Psychology Community Clinic. (Supervisor, Kevin Masters, Ph.D .).

1998-1999

Supervised Counseling Psychology Practicum, Utah State University,
USU Counseling Center. Conducted intake assessments and provided
individual therapy with Utah State University students self referred for a
variety of presenting problems including anxiety , depression , bi-polar
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disorder, sexual abuse, and suicide ideation . Attended group and
individual supervision weekly. (Supervisor, Mary Doty, Ph.D.).
1997-1998

Supervised School Psychology Practicum, Browning Public Schools,
Browning, Montana. Provided psychoeducational evaluations for Native
American children and adolescents referred for special education services.
(Supervisor, Mary Meehan, M.S .).

1996-1997

Supervised Counseling/Therapy Practicum, Utah State University,
Psychology Community Clinic. Conducted intake assessments and
provided individual therapy to individuals self-referred to the
Psychological Community Clinic. Attended group and individual
supervision weekly. (Supervisor, Susan Crowley, Ph.D .).

ACCESSORY TRAINING EXPERIENCE
Child Abuse and Neglect. Sponsored by the National Indian Justice Center. 1988
Model Approach to Partnerships in Parenting . Sponsored by Montana Department of
Family Services, Cut Bank , Montana . 1991.
Indian Child Welfare Act Conferences . Los Angeles, CA; Albuquerque, NM.; Billings,
MT. ; Rapid City, SD.
Children Who Molest Other Children. Sponsored by Shodair Hospital and Intermountain
Children's Home. 1992.
Family Group Conferencing. Sponsored by Montana Department of Family Services,
Great Falls, Montana . 1997.
Tribal Courts and its Impact on the Indian Family. Sponsored by In-Care Network. 1998
Community Abuse Prevention Services Agency Training. Logan , Utah. 1999.
Qualified Expert Witness Training. Sponsored by Child and Family Services. 2002.
The Mandt System - Basic Workshop . Sponsored by Bear River Mental Health . 2004.
Management of Aggressive Behavior. Sponsored by Spokane Mental Health . 2005.
Suicide Prevention Training. Dr. Paul Quinnett. 2006.
Substance Abuse Prevention Specialist Training. CSAP's Western Center for the
Application of Prevention Technologies. 2007 .
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AWARDS AND SCHOLARSHIPS
1996 - 1999

American Indian Graduate Center, Albuquerque, New Mexico. Academic
scholarship award.

2000 - 2004

Indian Health Service Scholarship, Rockville , Maryland. Academic
scholarship award .

PRESENTATIONS AND PAPERS
Matt, G.L. & Crowley , S.L. (2000). Internalizing Symptoms in a Group ofNative
American Adolescents. Paper presented at the Kansas Conference in Clinical Child
Psychology , October , 2000, Lawrence, Kansas .

PUBLICATIONS
Barta, J., Matt, G., & Voggesser, G ., (1999) A Descriptive Study of Mathematics of the
Traditional Shoshoni . ISGEm Newsletter .
Barta, J., Abeyta, A, Gould, D ., Galindo , E., Matt , G., Seaman, D. , & Voggessor, G .
(2001 ). The Mathematical Ecology of the Shoshoni and Implications for Elementary
Mathematics Education and the Young Learner. Journal of American Indian
Education, 40 (2), 1-27 .

